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ABSTRACT 
 
 
INSIDE THE BLACK BOX OF DISCHARGE PLANNING: KEY FACTORS FOR 
SUCCESS IN THREE HIGH PERFORMING SMALL HOSPITALS 
 
 
by Carol Ann Wolfensperger Bashford 
 
The prevalence of avoidable rehospitalization of older adults following their care 
transition is an indicator of poor quality of care and leads to significant unnecessary 
expense. While there have been well-established national models to describe ”the what” 
of the discharge planning process, there have been few studies that closely examine 
the “how” or the ways in which hospitals actually implement discharge planning. We 
know that even with this knowledge (the ‘what”) provided by the national models, 
avoidable rehospitalizations occur. This dissertation study provides an in-depth 
exploration of the discharge planning process (DPP) for older adults and the multiple 
factors contributing to the low rehospitalization rates in three small (<200 beds) acute 
care hospitals in Ohio. The purpose of this study was to describe in rich detail the DPP 
for hospitalized older adults transitioning to home. In other words, to examine what’s 
inside the “black box” of discharge planning. Small hospitals were selected because 
they have fewer resources than large hospitals yet have similar quality performance 
standards by regulatory agencies. Overall, findings revealed that the most important 
elements of the DPP included a culture of caring within the hospital that made use of 
gerontology communication skills, interdisciplinary collaboration and mechanisms for 
post discharge care coordination beyond what the national models describe. Findings 
also revealed that the use of the electronic health record (EHR) supported initiation of 
the DPP and multidisciplinary development of the discharge instructions. Implications 
for advocates of older adults such as the nurses and discharge planners in the hospitals 
and those in the community on engaging older adults in planning for their care 
transition, administrators for patient services, hospital informatics specialists and EHR 
vendors are considered.  
INSIDE THE BLACK BOX OF DISCHARGE PLANNING: KEY FACTORS FOR 
SUCCESS IN THREE HIGH PERFORMING SMALL HOSPITALS 
 
 
A DISSERTATION  
    
 
 
Submitted to the Faculty of  
 
Miami University in partial 
 
fulfillment of the requirements 
   
 
for the degree of 
 
Doctor of Philosophy  
 
Department of Sociology and Gerontology 
 
 
 
 
by 
 
 
 
 
Carol Ann Wolfensperger Bashford 
 
 
 
Miami University 
 
 
Oxford, Ohio 
 
 
2015 
 
 
 
Dissertation Director: Kate de Medeiros, PhD  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
© 
 
 
Carol Ann Wolfensperger Bashford 
 
2015 
ii 
 
 
 
Table of Contents 
Abstract 
Table of Contents ........................................................................................................................ ii 
List of Tables .............................................................................................................................. v 
List of Figures ............................................................................................................................ vi 
List of Appendices ..................................................................................................................... vii 
Chapter One ............................................................................................................................... 1 
Introduction ................................................................................................................................. 1 
Overview ................................................................................................................................ 1 
Factors Contributing to Rehospitalization ............................................................................... 3 
Hospital Size Matters .............................................................................................................. 4 
Purpose of Study .................................................................................................................... 5 
Chapter Two ............................................................................................................................... 8 
Literature Review ........................................................................................................................ 8 
Discharge Plan ....................................................................................................................... 8 
Perceived Readiness for Discharge ................................................................................... 10 
Patient Education ............................................................................................................... 11 
Medication Compliance ...................................................................................................... 12 
Existing Discharge Planner Models .................................................................................... 13 
Older Adult Engagement in DPP ........................................................................................ 16 
Communication Using the Electronic Health Records (EHR) .................................................17 
Summary of the Need to Understand What is Actually Occurring During the DPP .................20 
Chapter Three ........................................................................................................................... 21 
Methods .................................................................................................................................... 21 
Research Design ...................................................................................................................21 
Rationale for Qualitative Design ......................................................................................... 21 
Business Process Re-engineering Framework (BPR) ........................................................ 21 
Using BPR ......................................................................................................................... 22 
Preliminary Study ............................................................................................................... 24 
Sampling Approach and Criteria ........................................................................................ 25 
Purposeful Sampling .......................................................................................................... 25 
iii 
 
Recruitment ...........................................................................................................................27 
Hospitals ............................................................................................................................ 27 
Data Collection .................................................................................................................. 28 
Field Notes and Memos ..................................................................................................... 29 
Data Collection Related to the Research Study Aims ......................................................... 30 
Data Analysis ............................................................................................................................ 32 
Visualizing the Current Process BPR Step Three ............................................................... 32 
Member Check .................................................................................................................. 35 
Chapter Four ............................................................................................................................. 36 
Results ...................................................................................................................................... 36 
Hospital Characteristics .........................................................................................................36 
Conceptual Schema BPR Step 4 ...........................................................................................36 
Figure 1. ............................................................................................................................ 40 
Steps of the DPP ...................................................................................................................41 
Key Components of the DPP .................................................................................................41 
Admission DPP Initiation .................................................................................................... 41 
Culture of Caring ................................................................................................................ 45 
Needs Identification ........................................................................................................... 51 
Gerontology Communication Skills..................................................................................... 53 
Interdisciplinary Collaboration & Coordination .................................................................... 56 
Community Services .......................................................................................................... 62 
EHR Use in the DPP .......................................................................................................... 65 
Discharge Instructions Development .................................................................................. 68 
Person Care Transition ...................................................................................................... 71 
Challenges with EHR .............................................................................................................73 
Older Adults...........................................................................................................................75 
Summary ........................................................................................................................... 76 
Chapter Five ............................................................................................................................. 77 
Discussion ................................................................................................................................ 77 
Adaptations of national models for discharge planning ..........................................................79 
Education of the older adult:............................................................................................... 79 
Discharge planner: ............................................................................................................. 80 
Interdisciplinary Collaboration: ........................................................................................... 80 
iv 
 
Care Coordination: ............................................................................................................. 81 
Components of the DPP ........................................................................................................83 
Implications for needs assessment. ................................................................................... 83 
Planning for the Care Transition. ........................................................................................ 84 
Engaging the older adult in the DPP .................................................................................. 85 
Electronic Health Record: Both Useful and Disruptive ...........................................................86 
Conclusion ............................................................................................................................87 
Limitations of Study ...............................................................................................................88 
Future Work...........................................................................................................................89 
References ............................................................................................................................... 90 
Appendix ................................................................................................................................... 97 
Appendix A. Miami University IRB Approval Document ...................................................... 98 
Appendix B. Hospital Recruitment Letter .......................................................................... 100 
Appendix C. Participant Recruitment Letter ...................................................................... 101 
Appendix D. Focus Group Recruitment Flyer ................................................................... 102 
Appendix E. Interview Guide ............................................................................................ 103 
Appendix F. Focus Group Protocol .................................................................................. 104 
Appendix G. Consent to Participate ................................................................................. 105 
Appendix H. Interview and Focus Group Questions ......................................................... 106 
Appendix I. Post Experience Memo Template .................................................................. 113 
 
  
v 
 
List of Tables  
 
Table 1. EHR Meaningful Use Stages with Clinical Quality Measures………………….16 
Table 2. Categories with Definitions………………………………………………………...36 
Table 3. Hospital Characteristics……………………………………………………………...8 
Table 4. Comparison of Study schema to national models of care for high risk older 
 adults…………………………………………………………………………………...40 
  
vi 
 
List of Figures 
 
Figure 1. Conceptual Schema: Culture of Caring: The Synergy for Discharge Planning 
with Older Adults………………………………………………………………………………38 
  
vii 
 
List of Appendices 
 
Appendix A. Miami University IRB Approval Document………………………………….83 
Appendix B. Hospital Recruitment Letter…………………………………………………..84 
Appendix C. Participant Recruitment Letter……………………………………………….85 
Appendix D. Focus Group Recruitment Flyer...…………………………………………...86 
Appendix E. Interview Guide………………………………………………………………..87 
Appendix F. Focus Group Protocol…………………………………………………………88 
Appendix G. Consent to Participate………………………………………………………..89 
Appendix H. Interview and Focus Group Questions……………………………………..90 
Appendix I. Post Experience Memo Template……………………………………………97 
  
viii 
 
DEDICATION 
 
This dissertation is dedicated to my family. I thank my husband, Ralph W. Bashford, Jr., 
for his continuous patience, love, and unwavering belief in my abilities throughout my 
years in graduate school. I also thank my daughter, Katlyn Bashford, for her optimism, 
humor, and unwavering encouragement. Finally, I thank my parents, Lucille and Robert 
Wolfensperger, for imparting me with perseverance, autonomy, ingenuity and resilience 
to envision my future and manage challenges to be successful in my journey through 
life.    
ix 
 
ACKNOWLEDGEMENTS 
 
I would like to acknowledge my chair, Dr. Kate de Medeiros, who has been an 
exceptional advisor and dissertation director. I am grateful for the advice, 
encouragement and expertise you have given me throughout this process. I would like 
to thank my committee, Dr. Katy Abbott, Dr. Robert Applebaum, Dr. Jane Straker and 
Dr. M. Elise Radina for their guidance, knowledge and support with this research.  
 
 
I also thank my study participants, who graciously gave their time and significant effort 
through providing in-depth details of their discharge planning process as well as unique 
descriptive examples. 
 
 
I am grateful for the support provided by the Omicron Chi Chapter of Sigma Theta Tau 
International Nursing Honor Society for scholarship support toward expenses related to 
data collection.   
 
1 
 
Chapter One 
Introduction  
Overview    
Older adults receive health care in a variety of settings. These range from health 
maintenance care in the community at the provider’s office, in the patient’s home by 
home health agencies, to the management of serious illness or injury in the acute care 
hospital by a multitude of providers. Older adults (age 65+), however, use hospital 
services at a disproportionately greater frequency than other age groups (National 
Institutes of Health, 2006). This group also has a higher incidence than younger cohorts 
for avoidable rehospitalization (i.e., repeated hospitalization for the management of the 
same problem), contributing to an explosion in healthcare costs. In addition, the high 
prevalence of rehospitalization raises concerns about the effectiveness of the process 
used by hospitals to prepare older adults for their transition from receiving care in the 
hospital to managing their continued recovery at home. Overall, rehospitalization is an 
indicator of poor quality of care, accounts for $15 billion of Medicare expenditures 
annually, and imposes high personal toll on patients (Marciarille, 2011). 
Care transitions from the hospital are coordinated and planned by the hospital’s 
discharge planning process (DPP), the core patient care process used in hospitals to 
assist patients in preparation for this transition. Patients are discharged from the 
hospital when they no longer require intense care. The default discharge plan for adult 
patients is to return to their homes to self-manage their recovery. While in the hospital, 
discharge planners and nurses assist patients in obtaining the knowledge, resources 
and services needed to support recovery at home to achieve optimal recovery. The 
individualized discharge plan contains linkages between the older adult and appropriate 
support services. Thus, the DPP is a complex process that often involves 
communication among several health care providers, the patient, and their family. It also 
includes review of the patient’s data in the electronic health record (EHR), determination 
of the patient’s evolving continuing care needs, and discussions with community 
agencies to plan, schedule and coordinate interventions for the variety of needs at 
discharge.   
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Over the past 20 years a variety of models for helping older adults manage their 
care transition from hospital to home have been created and studied. Several of these 
models focus on supporting continuity of care the first few weeks at home through follow 
up encounters guiding older adults and their filial caregivers to manage their chronic 
illnesses and implement the discharge instructions. For example, the Transitional Care 
Model (Naylor et.al., 1994; Naylor & Keating, 2008) and the Care Transition Intervention 
model (Coleman, Rosenbek & Roman, 2013) utilize specialized educators to teach the 
older adult and their family to self-management their health and role model 
communication with the physician(s) beginning in the hospital and phone intervention 
follow up after their transition to home.  
Despite the vast literature on what should be included in an effective DPP, for the 
past 30 years, older adults have had a 20% rate for rehospitalization within 30 days of 
discharge (Marciarille, 2011). Older adults have difficulty anticipating challenges with 
the transition from the continuous support in the hospital to their lifestyle at home and 
integrating the concepts in their discharge plan, thus leading to a high risk for 
rehospitalization. Changes in physical mobility, incomplete understanding of necessary 
lifestyle adjustments related to their health conditions, and difficulties with medication 
management contribute to challenges experienced upon transitioning to home. In short, 
many older adults do not fully understand their health situation and discharge plan prior 
to leaving the hospital which in turn contributes to the likelihood that they will be 
readmitted.   
The greatest occurrence for rehospitalization of older adults is within the first 
several days after discharge.  Studies suggest high rates for rehospitalization of older 
adults within 60 days of hospital discharge has been occurring since the 1970s. A 
retrospective cross-sectional study by Anderson and Steinberg (1985) of Medicare data 
for the period of 1974-1977 noted 22% of older adults were rehospitalized within 60 
days of hospital discharge. In another study, Jencks, Williams, & Coleman’s (2009) 
analysis of Medicare records identified that 53.6% of patients were rehospitalized within 
90 days of discharge, with 19.6% experiencing rehospitalization within 30 days of 
discharge. Older adults hospitalized for a medical problem were re-hospitalized more 
often (67%) than those hospitalized for surgery (54.5%). Gender and older age were the 
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greatest predictors of rehospitalization, with men above the age of 85 at greatest risk. In 
a retrospective cohort study of members in a commercial health plan with Medicare 
Advantage enrolled in a chronic disease management program, Harrison, Hara, Pope, 
Young & Rula, (2011) identified trends associated with rehospitalization. For those 
patients who were rehospitalized, the majority were rehospitalized within the first 14 
days. Male sex and age 65+ have a greater likelihood for 30-day rehospitalization while 
young adult and children were least likely to be rehospitalized. In addition, the older 
adults needed help to understand the plan of care, access to appropriate standard care 
and self-management of their chronic disease.  
Other studies had similar findings. For example, Altfeld et al., (2012) found that 
soon after older adults transition to home they have difficulty understanding the 
discharge plan, medication management, and understanding which home medications 
to stop taking and how to integrate new medications into their lifestyle. While in the 
hospital, many older adults do not anticipate these adjustment problems. Although the 
DPP is supposed to aid in determining the type of care and support services that the 
patient needs upon leaving the hospital, it may not fully take into account the problems 
the older adult is likely to experience once home. 
Factors Contributing to Rehospitalization 
Studies of older adults’ experiences with rehospitalization identified shorter 
length of stay in the hospital, quality of patient education during the hospital stay, and 
patient readiness for self-care as factors contributing to rehospitalization. These factors 
suggest aspects of the DPP with older adults may contribute to the prevalence of 
rehospitalization.  
In addition, studies about older adults’ experiences at home after leaving the 
hospital identified additional contributing causes for rehospitalization. Older adults and 
their filial caregivers described a lack of understanding of the discharge plan, challenges 
associated with managing new medications or with changes to medications taken prior 
to hospitalization, difficulty with coordination of care after discharge, and unclear or 
inaccurate expectations of what would occur after the transition to home (Alper, 
O’Malley & Greenwald, 2014; Lattimer, 2011; Graham, Ivey & Neuhauser, 2009 and 
Jenks, Williams & Coleman, 2009). These experiences of older adults -- factors for 
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rehospitalization -- strongly suggest the DPP failed to fulfill its purpose of preparing the 
older adult to manage their recovery upon transitioning to home. For example, Souza 
and Queluci (2013), identified several obstacles to the creation of an individualized 
discharge plan: insufficient family and patient involvement, patient socioeconomic 
status, inadequate education for patients about what to expect while recovering at 
home, and insufficient communication among healthcare providers regarding what is in 
the patient’s best interest. In their investigation of decisions on support services for the 
older adult after transitioning to home, Bowles and colleagues (2009) identified the 
patient’s walking skills, self-rated health, length of stay and availability of a caregiver to 
be important factors to consider in the DPP. Joynt, Oray, and Jha, (2011) also noted 
higher rehospitalization rates in hospitals with larger ratio of patients per nurse and for 
patients with longer length of stays. A longer length of stay is associated with higher 
intensity of illness and the need for support services after transitioning to home (Bowles 
et.al, 2009). Patients with serious complex health problems need additional days of high 
intensity care to manage the illness, more days of supportive care to begin healing and 
to be safe for discharge from the hospital. A greater number of patients per nurse 
reduces the amount of time the nurse can spend with each patient which would affect 
the provision of education as well as discussion of what to expect after transitioning to 
home. Findings in these studies clearly point out the imperative need to explore the 
DPP in detail, the complexity of the DPP and how hospitals prepare patients for their 
recovery at home. 
 
Hospital Size Matters 
A hospital’s service volumes, patient characteristics and system resources are 
significantly different for smaller versus large hospitals. Large hospitals have evidence 
based quality improvement processes and large volume based supply cost savings not 
afforded by smaller hospitals. The Collaborative Alliance for Nursing Outcomes 
classified hospitals up to 200 beds as smaller and 300+ beds as a large hospital 
(Brown, Aydin, Donaldson, Fridman & Sandhu, 2010). In the United States, a total of 
5,754 hospitals (large and small) are registered with the American Hospital Association 
as providers of acute care services under Title 18 of the Social Security Act (American 
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Hospital Association, 2012). The number of non-government hospitals with less than 
200 beds in the United States (US) increased from 1,197 in 2001 to 1,402 in 2005. 
Small hospitals are integral components of their communities, serving as primary care 
facilities and delivering personalized care in a less chaotic environment (Thill, 2007). 
Olden and Szydlowski, (2004) noted a variety of challenges hindering smaller hospitals 
efforts to sustain programs linked to their mission to improve the health status of their 
communities. Smaller hospitals also have fewer resources than larger hospitals and 
face different challenges in meeting the federal guidelines for various programs such as 
EHR implementation (Thill, 2007; DesRoches, 2012). Smaller hospitals generate less 
reimbursement funds due to less volume of patients, diagnostic tests and procedures. In 
essence, their overhead business expenses are similar to larger hospitals but their low 
volume impedes their ability to negotiate acceptable rates with vendors and payers in 
contrast to large hospitals (American Heart Association, 2011).   
Smaller hospitals are located closer to their consumer base than larger hospitals 
and provide time-sensitive access to health care, especially for vulnerable populations. 
Also, small hospitals have fewer high-margin specialty service lines and overall lower 
revenues contributing to a vulnerable financial status (Kelley, 2010). Small hospitals can 
remain independent but to do so they need to know their market and be flexible to 
address the needs of their clients (Robinson, 1995). In addition, large hospitals of both 
the not-for-profit and government-owned categories demonstrate more efficiency than 
smaller hospitals. In a study of 96 hospitals in the state of Washington, Coyne and 
colleagues (2009) found that the size of the hospital influences efficiency performance 
and small hospitals’ costs are similar to that of large hospitals. The economic climate is 
at a crisis level for small hospitals.  
Purpose of Study 
The purpose of the current research study was to gain knowledge about how 
small (<200 beds) acute care hospitals prepared older adult patients for their transition 
to home. Understanding how the DPP is implemented at the personnel level may reveal 
aspects of the DPP that will contribute to a reduction in rehospitalization rates that are 
not present in existing models. Reducing rehospitalization rates of older adults is 
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important for the fiscal viability of the Center for Medicare and Medicaid Services (CMS) 
and hospitals due to the large cohort of Baby Boomers becoming Medicare 
beneficiaries in the upcoming years. In addition, rehospitalization of older adults not only 
impacts the lives of the older adults but also their families, causing them to have great 
dissatisfaction with the healthcare system. The prevalence of older adult 
rehospitalization is viewed as “the failure to provide ongoing care for the chronically ill, 
the problem of medically inappropriate primary hospitalization and rehospitalizations, 
and the failure to effectively plan and deliver the services necessary for successful 
community re-entry upon acute care hospital discharge” (Marciarille, 2011, p44). Health 
care providers will therefore need to be cognizant of older adults’ healthcare literacy and 
social communication skills to effectively engage hospitalized older adults in realistic 
discussions on planning for their care transition to home.  
Three research questions guided the design of this study to address the gaps in 
the literature on the DPP for hospitalized older adults transitioning to home:  
(1) What are the components of the discharge planning process (DPP) for 
hospitalized older adults (age 65 and over) transitioning to home from 
small (<200 beds) acute care hospitals and how are they used? This 
first overarching question addresses the key aspects of the DPP for 
older adults. This query is more than the basic question of what is the 
structure of the DPP but instead asks how do the discharge planners 
and nurses working with the older adult every day get to know the older 
adult patient as a unique individual, learn about their support network 
and collaborate with the older adults to craft an individualized plan for 
continued recovery as they transition to home? Also of importance is to 
learn how the discharge instructions are developed and finalized for 
distribution to the older adult at discharge. 
(2) What methods are used by providers to engage hospitalized older adults 
in the DPP? This broad question encompasses a variety of possible 
perspectives such as what aspects of communication and information 
exchange methods are used in what kind of time frames over the patient’s 
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hospitalization and care transition to home? Another aspect to address is 
what behaviors and communication styles are used by the providers to 
engage the older adults to anticipate the challenges they might experience 
when they transition to home? In other words, how is communication 
adapted to engage the older adults, provide education and verify they 
understand the education? For example do communication strategies 
involve crafting the questions in a person centered approach adapting the 
tone of voice, pace of words and use of eye contact? Conversations with 
older adults with the provider noting the style of words and phrases used 
by the older adult indicates health literacy. Older adults using complex 
narratives are able to inform healthcare providers of health concerns and 
initiate questions, however illness reduces their healthcare communication 
skills. Older adults with strong social communication skills more easily 
express their opinions and disagreement and have better disease 
management than older adults with weak communication skills or are 
passive (Wengryn & Hester, 2011).   
(3) How closely does the DPP used by small hospitals follow or diverge from 
the national models?  Given the variety of models of discharge planning 
for care transition from hospital to home, what aspects of these models 
are used in small high performing hospitals with low rehospitalization 
rates? How do they implement these strategies? How do they support the 
older adults and their family in the DPP within the hospital and to support 
continuity of care following their care transition? How to they inform new 
employees about the DPP and support them to achieve optimal 
implementation of the DPP? 
Given the exploratory and descriptive nature of the project, a qualitative research 
design based on the business process re-engineering (BPR) management strategy was 
used to describe how the DPP was implemented in small hospitals. 
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Chapter Two 
Literature Review 
Discharge Plan 
Hospital stays vary in length. Nevertheless, the average length of stay for older 
adults age 65 years and older is 5.6 days for all health conditions (Hall, DeFrances, 
Williams, Golosinskiy, & Schwartzman, 2010). A well-orchestrated DPP provides the 
infrastructure for patients to achieve optimal recovery following hospitalization. 
Knowledge about the components of the DPP for older adults going home from the 
hospital is needed to facilitate an understanding of mechanisms used to prepare the 
patients for health management in the home setting. Development and implementation 
of an individualized discharge plan for continuing care upon discharge from the hospital 
can thus improve older adults’ quality of life and prevent costly health care interventions. 
However, there are many factors to consider during the time the older adult is in the 
hospital that may influence the DPP. As stated briefly in the introduction, the purpose of 
the DPP is to facilitate the safe transition of the patient for continued recovery after he 
or she leaves the hospital. Upon returning home, however, many patients, especially 
older adults, need community-based services to assist with their continued recovery 
(Jacelon, 2004; Lough, 1996). This process of helping older adults have these services 
scheduled by the day of discharge is a complex process that often involves several 
health care providers, the patient, their family, determination of the patient’s evolving 
continuing care needs, and community agencies. This complex process needs to be 
supported and facilitated by the patient’s medical record. 
At the time of discharge, the patient is given the “Discharge Instruction 
Document” which is the discharge plan. This document generally includes the reason 
for hospitalization, the date of discharge, current medications (including names, dosage 
information, and desired outcome), information about the disease or condition (such as 
pending tests, special diets, recommended physical activities and when to seek 
emergency care), discharge plan for recovery (services such as home care or outpatient 
therapy), continuing care instructions (where to get care after discharge, follow-up 
appointments), name and contact information for physician and the name of the hospital 
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discharge planner (Agency for Healthcare Research and Quality, 2010; Department of 
Health & Human Services (DHHS), 2012).  
During the first few weeks following surgery or a serious illness, many older adults 
need some additional assistance after transitioning from a hospital inpatient stay. During 
hospitalization, most independently living older adults experience a gradual decline in 
function, with those age 77 and older experiencing a more accelerated decline on 
average than for younger people (Payette, et. al., 2011). In the transition phase from the 
hospital to home, many older adults need assistance obtaining and managing 
medications and adapting to their illness (Jacelon, 2004).   
An important aspect of discharge planning is coordination of community-based 
services to assist with a person’s continued recovery. The discharge plan should 
contain linkages between older adults and appropriate support services, provide 
information that can guide them to attain health goals, and provide them with 
instructions designed to help the older adult prevent the onset of new medical problems. 
Common support services include assistance with activities of daily living (ADLs) such 
as bathing and dressing, as well as with instrumental activities of daily living (IADLs) 
such as food preparation, laundry service, access to groceries, cues to take 
medications correctly, and transportation to health care provider appointments (Jacelon, 
2004; Lough, 1996; Popejoy, Moylan, & Galambos, 2009; Rose & Haugen, 2010).  
Numerous interdisciplinary communications between various members of the 
clinical team, review of patient health status information, and discussions with the older 
adult and their family are needed to plan and coordinate community based services and 
interventions at discharge. The time needed to perform all these planning and 
coordination activities and the availability of the key persons to provide input into the 
discharge plan are important considerations to be completed prior to the day of 
discharge from the hospital. However, given the short length of time for the average 
hospital stay, the time available for discharge planning is quite short. Moreover, during 
the hospital stay, the older adult who may feel exhausted from his or her illness is also 
confronted with the necessity of anticipating how they will continue recovery at home 
upon discharge. In practice, many patients have not fully considered what challenges 
they may face in their recovery after transitioning to home such as the potential for new 
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self-care limitations, unfamiliar resources for help in the home, new medications, and 
management of a new health problems. 
Perceived Readiness for Discharge. 
The older adult’s perceived level of readiness for discharge influences discharge 
planners’ decisions for including assistance at home as part of the discharge plan. 
However, many older adults overestimate their readiness for self-care at home denying 
the need for assistance after transitioning home. Consequently, after being home a 
short time, the need for assistance becomes apparent. For example, an exploration of 
older adults’ self-reported mobility revealed self-reported mobility is not sufficient to 
identify unmet self-care needs (Angel, Ostir, Frisco & Markides, 2000). Of the 2,167 
Mexican-American older adults age 64+ in this study, 68% of those who could not walk 
10 feet across a room rated themselves independent. Such an inaccurate assessment 
of mobility could pose a challenge to discharge planners should they rely on patient 
report alone for determining mobility. Motivating the hospitalized older adult to critically 
reflect on how much they are walking and participating in their care is important to help 
them accurately perceive their abilities for self-care when they transition to home. 
In another study, Coffey & McCarthy (2013) analyzed older adults’ responses to 
the Readiness for Hospital Discharge Scale (RHDS) on the day of discharge from the 
hospital and six weeks post discharge. Of the 335 older adults age 65+ from a medical 
unit in a large university hospital, 94% identified themselves as ready for discharge. Yet, 
by six weeks post discharge, 24% were rehospitalized and many had increased the use 
of support services for medication management, household support, ADL assistance 
and transportation. Participants who were rehospitalized had a lower score in the 
subscales for pain, strength, and energy than those not rehospitalized. The failure of 
older adults to acknowledge mobility needs and knowledge gaps for self-care during 
hospitalization poses challenges for the DPP.   
Factors such as refusing assistance with IADLs or ADLs influence the ability of 
older adults to continue living independently. Chen & Thompson’s (2010) prospective 
study of 5,294 community dwelling older adults age 70+ demonstrated that older adults’ 
early recognition of unmet needs and use of social enabling factors such as assistance 
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with ADLs and IADLs supported continued living in the community. The impact of social 
enabling factors on ADLs is supported by another study. In a prospective cohort study 
of 312 older adults, Mahoney, Eisner, Havighurst, Gray & Palta, (2000) found 
dependence in one ADL and daily contact with a support network influenced outcomes. 
Older adults dependent in one or two ADLs living with someone improved in functional 
ability for self-care at one month more than those living alone. An additional finding was 
that those living alone with daily visits from informal support persons such as friends or 
family improved in ability to perform ADLs. In contrast, those with less frequent visits 
lacked improvement in ADLs and were more likely to transition into a nursing home at 
one month. For older adults who live alone, the ideal discharge plan would include an 
informal support person/caregiver visiting daily. This caregiver would check on 
compliance with medications, encourage adherence with the activities in the discharge 
instructions, satisfaction with interventions in the discharge plan and contact the 
patient’s physician or case manager if needed. To safely live independently in the 
community older adults need to acknowledge their self-care deficits and use support for 
ADL and IADL as soon as possible.     
Patient Education. 
Prior to leaving the hospital, patients and their families need to learn how to 
manage their health conditions and what to do if problems arise. Patient education 
therefore becomes a critical portion of the discharge plan. This education may include 
understanding of their health condition, how to use assistive equipment, foods to avoid, 
physical activity guidelines, lifestyle adjustments and management of current illness.  
Foust’s, (2007) qualitative study of eight bedside registered nurses (RNs) 
providing patient education revealed the RNs provided education to patients integrated 
into routine patient care. Education was conducted throughout the patients’ 
hospitalization by talking with the patient during an assessment. Additional education 
and discussion of the discharge instruction information was provided at the time of 
discharge. However, in a different qualitative study of continuing needs for older adults 
and their informal caregivers post hospital discharge, Graham, Ivey & Neuhauser (2009) 
described inadequate training for patients and caregivers, insufficient information, 
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inaccurate assessment of informal support, lack of an action plan for any new needs 
that arise and patients reported a sense of helpless when they could no longer afford 
paid homecare services. Markley, et. al., (2013) reported similar findings when exploring 
root cause analysis of rehospitalized older adults in a large community hospital in 
Texas.  
Compliance with the treatment plan is dependent upon how well the older adult 
understands their discharge plan. Rose and Haugen (2010) found education for self-
care at home was frequently not provided until the day of discharge. This caused 
patients to feel rushed, have insufficient time to process the information or generate 
questions, confusion about their medications and lack of follow through with 
recommended interventions. After adding dry erase boards to each patient room with 
care providers noting the anticipated date of discharge and discharge plan information, 
there was a 30% improvement in completeness of the discharge plan and patient 
education. 
Medication Compliance. 
In addition to learning how to manage their health problems, patients also 
needed to know about the medications they would be taking at home. Failure to adhere 
to the prescribed medication plan contributes to rehospitalization. While in the hospital, 
medications are dispensed by hospital staff at the appropriate time and dosage. Upon 
leaving the hospital, the patient suddenly becomes responsible for taking their 
medications after days of not having this responsibility. This transition can be very 
difficult because the patient will need to create a schedule in their day to remember to 
take medications at the correct times during the day, to obtain their medications from 
the store in a timely manner and to take the medications appropriately related to any 
medication incompatibilities with food or other medications.  
Several studies relate the challenges older adults have with medication 
management upon transitioning home. Foust, Naylor, Boling, & Cappuzzo (2005) found 
older adults omitted medications, took duplicate medications, took medications not on 
the discharge list, and took medications differently than prescribed. Another study found 
additional problems with self-medication management. Grimmer, Moss & Falco (2004) 
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found that upon transitioning home, older adults struggle with correctly taking their 
medications and lacked an understanding of why the medications are important for their 
optimal recovery. Additional problems with self-medication management were identified 
in a study by Makaryus, & Friedman (2005). They found the majority did not know the 
name and purpose of their medications, common side effects and their medical 
diagnoses. As stated earlier, this lack of knowledge about their medications contributes 
to poor medication self-management and high risk for rehospitalization.  
Existing Discharge Planner Models. 
Models for discharge planning to support older adults during care transitions and 
understand how to manage their chronic illnesses have been developed. Several 
national models were designed using specialized care coordinators to develop the 
discharge plan and follow up as a care coordinator mentoring the older adult and their 
caregiver the first weeks at home. Beginning in the early 1990’s hospitals tested 
variations in discharge planners. Naylor and colleagues' 1994 study using the ‘Care 
Transition Model’ showed promise to reduce rehospitalizations. The Care Transition 
Model is a comprehensive discharge planning protocol whereby a person with a 
master’s in nursing gerontology assesses the older adult and their filial caregiver for 
needs throughout their hospital stay, develops the discharge plan in collaboration with 
the family and healthcare team, validates education of the patient and family, 
distribution of discharge instructions to patient and primary physician and post 
discharge initiates two follow-up phone visits with the older adult. In addition, this 
advanced practice nurse was available to the patient, family and team for consultation 
by phone during hospitalization and for two weeks after care transition. At 24 weeks 
post discharge, rehospitalization was 20% for the intervention group versus 37% for the 
control group with $17,000 nurse specialist salary for 140 patients. Over the years the 
model was revised to include home care visits by the same nurse (Naylor & Keating, 
2008).  
Another model is the Care Transition Intervention (CTI). Seeking to empower 
older adults and their filial caregivers to take an active role in managing their health, 
Coleman and colleagues (2004) implemented the CTI. This intervention involved 
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support for the older adult with care coordination by a transition coach who met with the 
older adult once in the hospital to review their plan and begin education on health 
management. The bulk of interactions took place after the care transition to home with 
education, follow-up phone calls, home visit; and patient specific resource to support 
recognition of problems after the transition home. Results from studies evaluating the 
CTI revealed the majority of older adults who experienced CTI reported increased 
knowledge to manage their medications and illnesses with rehospitalization within 30 
days 9% compared to 14% in the control group and at 180 days 23% versus 32% 
(Coleman, Smith, Frank, Min, Parry & Kramer, 2004). Interestingly, these models both 
utilized an additional professional provider with special knowledge and skills to facilitate 
the individualized DPP which adds one or more employees to the budget that many 
small hospitals may not be able to support.                 
More recently Parry and Coleman (2010) redesigned CTI to focus on patient 
activation techniques, enabling the older adults to self-manage their chronic illnesses 
after transitioning to home. They described the model evolving to incorporate a 
specifically trained transitions coach for health coaching with specified time frames for 
home visit and phone visits. The coach uses health management skills, role modeling 
and mutual goal setting to empower older adults to actively control their chronic 
illnesses and coordinate their care for several weeks after a care transition to home for 
added cost of $70,000/coach annually. This model is framed around four pillars: 
Medication self- management, use of a patient centered record for the patient and 
family to understand their chronic illnesses and plan of care, patients complete 
physician follow-up visits, and patient and family know the red flag indicators of 
worsening condition with action plan. The role of the coach is to role model behaviors 
and communication to mentor the patient and family assimilating active management of 
their healthcare and coordination (Care Transitions Program, 2007). Essentially the 
transition coach is an educator who reviews the discharge plan with the patient and 
family in one visit prior to discharge and then facilitates self-care through multiple visits 
after care transition with the goal for development of life long skills to manage their 
health. In contrast the nurse in the Transitional Care Model and in Project Red 
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described below function as a clinician to create the discharge plan as well as educate 
and provide follow up care after care transition.  
In contrast to programs using specialized coach, in the Better Outcomes by 
Optimizing Safe Transitions (BOOST) program a nurse discharge planner intervenes 
with high risk older adults and their family to allay risks for adverse events, prepare for 
their care transition to home and facilitate communication of information from hospital to 
patients’ primary care physicians for continuity of care. This program reduced 
rehospitalization by 8.5% and improved patient and physician satisfaction scores 
(Cauwels et.al, 2013). Hansen and colleagues (2013) multihospital study of BOOST at 
11 academic and non-academic large hospitals revealed a reduction in 30 day 
rehospitalization from 14.7% to 12.7%, an overall 14% decrease. The Safe Transitions 
for Elderly People (STEP) program involves collaboration among patients, caregivers, 
physicians and nurses; post discharge phone calls and home visit. The rehospitalization 
rate for the STEPS program was 10% in contrast to 17% for the control group 
supporting the value of the interventions (Park et.al, 2012). Reflecting on the variety of 
interventions contributing to reduced rehospitalization is consistent with the 
characteristics of rehospitalized older adults and problems with care transitioning 
discussed earlier. 
In addition, hospitals have tried various models of roles for discharge planners to 
prevent avoidable rehospitalizations. Walraven and colleagues (2011) recommend 
development of an individualized approach for discharge planning and a multifactorial 
patient specific discharge plan to reduce avoidable re-hospitalizations. Their study of 
4,812 re-hospitalization events in 11 Ontario hospitals found 17% were avoidable and 
without trends in characteristics. Arbaje and colleagues’ (2010), evaluation of a team of 
a geriatric specialized physician and RN providing 15 hours per week for patient 
education prior to discharge found no reduction in rehospitalization. A recent 
retrospective study by Bowles, Naylor, & Foust, (2002) in which experienced discharge 
planner nurses evaluated patient hospital records and discharge plans for older adults 
who transitioned home without home healthcare support services. Findings revealed 
56% of the 99 older adults had risk factors for poor post discharge outcomes. It was 
determined that several others would have benefited from home care visits. For the 
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group with high risk factors, 63% were rehospitalized within six months of discharge. 
Results demonstrate the important role of experienced discharge planners in the DPP.  
Another discharge planning model using experienced case managers 
coordinating input from the healthcare team for development of the discharge plan was 
the focus of a study. Dedhia, and colleagues (2009) looked at the discharge planning for 
422 older adults in three large hospitals. With this coordinated process for discharge 
plan development, there was an 8% reduction in rehospitalization rate. In another study 
of an interdisciplinary model, Project Red, Jack and colleagues, (2009) explored the 
outcomes for 749 older adults. With this model, a nurse discharge advocate provided 
individualized patient education similar to models mentioned earlier, planning during 
hospitalization, medication reconciliation and a pharmacist conducted a post-discharge 
telephone intervention. With this model there was a 15% re-hospitalization rate within 
30 days. It is important to note that the majority of the models included the use of follow-
up phone calls to the older adult after they transitioned home as a safety net to prevent 
rehospitalization. Because this follow-up phone call happened after the older adult was 
home for 24 hours or more, it was not considered as a component of the discharge 
planning process. 
Older Adult Engagement in DPP. 
The DPP is the primary method for engaging patients in discussions about 
challenges with ADLs, IADLs and new activities for continued healing. Engagement with 
the older adult in the DPP is therefore an integral component of the process. While older 
adults and their families frequently desire to have a greater level of participation in the 
DPP to be prepared for the care transition from the hospital, results of many studies 
indicate older adults and their family caregivers are not as involved in the DPP as they 
desire. In a qualitative study by Bull and Roberts (2001), the lack of interaction with both 
the older adult and their family resulted in requests by older adults and their families to 
change the discharge plan. An additional finding was the need for open, honest and 
continuous communication among the healthcare team, the older adult and their family.  
Another aspect for the value to have the family involved is to determine whether 
family members are available to help with care needs of the patient returning home. 
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Many times the older adult anticipates their family members will assist them after 
discharge from the hospital. However Popejoy (2011) found that when the family 
members are not included in the decision making, they do not have enough advanced 
notice to adjust their routines to be available for the older adult.  
Knowing the anticipated date for discharge was a difficulty for participants in 
Foust, Vuckovic and Henriquez’s (2012) exploration of experiences of older adults and 
their family caregivers. For the older adults 75% knew their day of discharge one day in 
advance, but their family caregiver was not informed with many being at work when the 
older adult was discharged. Additionally family caregivers expressed frustration at not 
being able to talk with anyone when visiting in the hospital about what was happening 
with the patient and what to do if problems occur at home.  
Communication Using the Electronic Health Records (EHR)  
Healthcare providers use the patient’s medical record throughout the 
hospitalization. Integration of an EHR is projected to improve communication and 
improve patient outcomes for hospitalized patients transitioning to home. There is a 
variety of information entered into the EHR: patient demographic information such as 
age and insurance coverage, patient health information, the discharge plan, healthcare 
interventions including education provided to patients. These data are used in the DPP. 
Nurses access the EHR to obtain patient education resources to supplement 
instructions to patients about their medication and disease or health condition. At the 
time of discharge from the hospital, care providers give patients handouts (e.g., 
medication list, discharge plan, prescriptions, and other education materials about their 
condition) which can be logged into the EHR.   
The Office of the National Coordinator for Health Information Technology 
(ONCHIT) developed a seven stage EHR implementation plan with stage seven 
culminating in the exchange of information among unrelated healthcare agencies for a 
comprehensive patient record (Healthcare Information and Management Systems 
Society, 2015). Beginning in 2015, Centers for Medicare and Medicaid Services (CMS) 
will decrease reimbursement to hospitals and health care providers who do not meet 
specific clinical quality measures for stage 2 of the Meaningful Use of EHR (see Table 
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1). Criteria for this stage are related to engagement of the patient, care coordination, 
clinical process or effectiveness and others (Habte & Rifenbark, 2012). Informatics 
specialists and health care agencies continue to explore resources that link patient 
records across all health care settings in an effort to achieve all EHR functions (Balas & 
Al Sanousi, 2009; Mills, 2006). EHR stage 7, the long term goal, has the potential to 
enhance the types of information available to all health care providers, including the 
discharge planners.  
Table 1. EHR Meaningful Use Stages with Clinical Quality Measures  
Stage Clinical Quality Measures 
7 Complete EHR: clinical information shared with health agencies in 
regional network: hospitals, emergency departments, ambulatory clinics, 
payers and patients, no paper charts 
6 Physician documentation (structured templates), full radiology (x-ray) 
systems images available to physicians via EHR  
5 Closed loop medication administration: e-medication record with 
identification technology integrated with physician order entry and 
pharmacy 
4 Practitioner/physician order (hospital based prescription) entry, clinical 
decision support based on clinical protocols 
3 Nursing/clinical documentation (flow sheets, notes, care plan), e-
medication administration record with clinical decision support,  
2 Controlled medical vocabulary, ancillary clinical systems feed data to 
repository for physician review  
1 Ancillary clinical systems – laboratory, radiology, pharmacy installed 
(Healthcare Information and Management Systems Society (HIMSS), 2007) 
Easy navigation in the EHR to locate information is important for the discharge 
planner and RN since they are responsible for several patients, synthesizing multitudes 
of data to determine their health progress. Overall, hospitals in the United States are 
making progress toward the desired stage 7 (comprehensive) of EHR implementation, 
but there is much still needed. Multiple factors affect the ability of hospitals to connect 
their EHR with other health care systems to support the concept of a comprehensive 
EHR (Balas & Al Sanousi, 2009; HIMSS, 2010; Nebeker, Hurdle, & Bair, 2003; 
ONCHIT, 2011).     
The ways in which information is entered into the EHR, transmitted, stowed and 
managed influences the usefulness of the EHR in the DPP. Current EHRs do not have 
the flexible functions available in other web-based arenas such as those used to access 
19 
 
and navigate Facebook. EHR systems function as silos of information that limit dynamic 
review, lack spell check function, and reduce efficiency (Mandl & Kohane, 2012).  In 
other words, it can be difficult to locate or input important information since depending 
on how user friendly the EHR system is. Clinical documentation in the EHR involves the 
entry of standard information (e.g., vital signs) as well as analysis of patient progress 
toward recovery using narrative notes. Standard data such as breathing rate are 
entered into predetermined data flow sheets that function much like spread sheets, and 
common descriptors such as labored breathing can be selected from a drop down menu 
with a click of the mouse.  However, narrative or descriptive notes are more complex to 
enter. A study by Penoyer, et.al, (2014), of the EHR in a large hospital system 
examined implications for usefulness and effect on workload. Bedside nurses and 
prescribers reported using information in the EHR to make clinical decisions with 
bedside nurses spending two hours reviewing information in the EHR and prescribers 
spending one and a half hours on average per day per patient. An indicator of workload, 
62% of bedside nurses spent three or more hours per day documenting while other 
providers spent less time. In addition few providers reviewed multiple elements in the 
EHR which may indicate lack of perceived usefulness.  
As mentioned earlier, patient information is entered into the EHR in flowcharts 
with checked boxes, narrative comment boxes, tables of test results and separate 
narrative notes by professional disciplinary categories (e.g., physician, social worker). 
Although data stored in flow charts can be reviewed in a fashion similar to a data spread 
sheet, review of narrative-style progress notes may take more time to access because 
of the retrieval steps involved. In addition, other documents, such as scanned test 
results, can be included in the EHR but may be difficult to access.  In examining 
providers’ perceptions of the usability of the EHR, Russ and colleagues (2010), found 
that care providers identified more challenging than helpful characteristics of the EHR. 
Less than 20% of participants’ comments described effective display of information and 
support of workflow. For example documents that are scanned into the EHR may need 
to be opened individually in the EHR requiring additional use of the keyboard and time 
to locate and review.  
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 In another study, Pipersburgh (2011) described the EHR as a helpful tool for 
information storage but one that had negative effects on workflow in hospital patient 
care areas, thereby contributing to decreased productivity of clinical staff. Gardner 
(2012) noted effects on work flow in accessing patient information increased the time for 
clinical analysis and decision making. Nurses and specialists in the intensive care unit 
lost their ability for quick clinical analysis of data to determine the patient’s progress 
when the EHR replaced the paper tri-fold comprehensive data form. The paper tri-fold 
comprehensive data form integrated flow sheet data, test result data, medications, and 
progress notes for clinical analysis all in one place. In contrast, the providers needed to 
access and review several elements in the EHR to analyze the same information. The 
overall conclusion in these studies was that standard report formats in the EHR may not 
be as useful as the hospital’s paper forms contributing to challenges in work flow and 
timeliness impacting patient safety and outcomes.   
Summary of the Need to Understand What is Actually Occurring During the DPP  
In summary, an in-depth exploration of the DPP used by hospitals to assist older 
adults to prepare for their transition from the hospital to home is needed which includes 
obtaining detailed information about all aspects of the process from hospital staff 
involved in the process. This exploration of all aspects of the DPP for older adults 
transitioning to home illuminates when and how the DPP is initiated, how ongoing needs 
for help with recovery are identified, and what methods for decision making to determine 
support services at home to help the older adult implement their discharge plan are 
used. Of specific interest is how current models compare to actual practices. 
Investigation of how the hospital uses the DPP generates an understanding of how to 
better train poorer performing hospitals. Finally, given the unique needs of smaller 
hospitals compared to larger ones, this study focused on the DPP in hospitals with 
fewer than 200 beds.  
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Chapter Three 
Methods 
Research Design 
Rationale for Qualitative Design. 
With a qualitative research design, participants contribute to a detailed 
understanding of the topic from their perspectives of their experiences. Consistent with 
the BPR (see the next section for a detailed description), a qualitative approach 
intricately explores multiple aspects of the DPP to identify components, relationships 
among the components and interactions with the people involved to describe the DPP in 
detail. In qualitative research, knowledge and meaning emerge from the data. To 
elucidate rich detailed descriptions of the DPP and identify the perceived usefulness of 
the EHR embedded in the DPP, data collection used three modalities: semi-structured 
interviews with administrators, focus groups with bedside registered nurses (RN) and 
discharge planners, and document review of each hospital’s template for the discharge 
plan and admission assessment (Morrison-Beedy, Côté-Arsenault, Feinstein, 2001; 
Rossi, Lipsey, & Freeman, 2004).  The rigor of the design, multiple sources, methods of 
data collection and member check support the trustworthiness and credibility of this 
study. This study's strengths include the consistency of sites having the same policy 
entity (Ohio) for health care and aging resources, the use of an EHR system, a 
consistent facilitator for all interviews and focus groups, and the soundness of the 
design (Creswell, 2013; Marshall & Rossman, 2011). 
Business Process Re-engineering Framework (BPR). 
This study uses an innovative exploratory qualitative research design based on 
BPR management strategy in order to describe the DPP and identify the perceived 
usefulness of the EHR in the DPP. The BPR strategy is used by businesses to describe, 
in detail, all aspects of a core business process, identify usefulness of components and 
identify opportunities for improvements. A core business process is a set of related 
tasks among work groups conducted to achieve a specified outcome for a customer 
(Davenport & Short, 1990). BPR is a good method to understand the complexity of 
hospital processes because it allows for inclusion of care delivery processes, 
information system features and healthcare workers’ experiences (Klun, et. al., 2007). 
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Consistent with the BPR, data were collected through semi-structured interviews and 
focus groups in three small (>200 beds) acute care hospitals in Ohio.   
BPR emerged in the 1980s as a framework to explain and revise work flow and 
processes within organizations. It was designed to use innovation to improve quality, 
cost, service, and time factors. BPR was initially used by major businesses such as 
Ford Motor Company and Mutual Benefit Life (Davenport & Short, 1990; Hammer, 
1990). Hospitals started using BPR in the 1990s to revise patient flow processes in 
various hospital departments. For example Bence (1995) described the use of BPR to 
redesign the admission process for elective urology surgeries in a large teaching 
hospital. They reduced the elective surgery cancelation rate due to insufficient surgical 
room time from 30% to 3%. This change involved cross training clerical personnel 
resulting in a reduction of information transfer from 59 to 20 exchanges. In another 
study, Ho, Chan, & Kidwell, (1999), surveyed administrators of 219 hospitals about the 
usefulness of the BPR for hospital redesign. In this study the majority (71%) had utilized 
BPR for redesign projects or considered using it and an additional 12% understood the 
features of BPR but had not used it in the last five years. Administrators reported 
improved service quality and financial performance as important factors for the decision 
to use BPR.   
Using BPR. 
The BPR strategy is founded on the premise that the persons doing the process 
are the persons most informed about the process (Davenport & Short, 1990; den 
Hengst & de Vreede, 2004; Hammer, 1990; Jafari, Bastani, & Dehnavieh, 2012; Kock, 
Verville, Danesh-Pajou, & DeLuca, 2009; Nozero & Vaughan, 2000). With BPR, all 
aspects of the business process are visualized in detail through data collection. Data 
sources are detailed descriptions of the process provided by personnel involved in the 
process. Data is then used to visualize the process by creating a conceptual schema of 
the current process to display all of its aspects. Analysis of the conceptual schema is 
conducted to identify quality aspects, barriers, duplicate activities, and concerns. 
Usually with BPR, the business process is radically redesigned with the integration of 
information technology to enhance achievement of the desired process outcome 
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(Davenport & Short, 1990; Hammer, 1990; Ho, Chan, & Kidwell, 1999; Jafari, Bastani, & 
Dehnavieh, 2012; Kock, et. al., 2009; Nozero & Vaughan, 2000). In contrast, for this 
study, data were collected to describe in detail the DPP inclusive of the recently 
implemented EHR technology. 
The BPR is a five step progressive process. Each step is described in detail in 
this section.  
Step #1     
The first step is problem conceptualization. In BPR, problem conceptualization is 
where the business leadership clearly describes the problem to be explored and 
all potential variables. For this study the first step, problem conceptualization, 
was the lack of knowledge about the process for discharge planning and the staff 
members perceived usefulness of the hospitals’ recent integration of information 
technology, the EHR, into patient care inclusive of the DPP. In other studies 
reported earlier in this paper, researchers' experiences with use of the EHR were 
diverse (Clark & Normile, 2012; Samuels, 2012; Silow-Carroll et al., 2012).   
Step #2 
The second step involves visualizing the current process. BPR data are collected 
through interviews to describe the work flow, all aspects of a process, and the roles of 
staff employed in the process and patterns of communication. In this study, data were 
collected through semi-structured interviews with hospital administrators and focus 
groups with discharge planners and bedside nurses to describe the DPP in detail with 
use of the EHR.   
Step #3 
Step three, data analysis, is where rich descriptions of the current process are 
revealed through thematic analysis of the data from Step 2.  
Step #4 
In the fourth step, a conceptual schema of the current process is developed and 
participant suggestions for challenges and opportunities for improvement are solicited. 
Congruent with the BPR, the conceptual schema of the DPP for hospitalized older 
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adults transitioning to home with optimal use of the EHR system was developed from 
concepts, themes and relationships that emerged from the study data.  
Step #5 
The final step, implementation of revisions, is beyond the scope of this research 
study, as this is an exploratory study aimed at understanding the DPP with use of the 
EHR rather than to make changes to current processes. 
Preliminary Study. 
With the approval of both the Miami University Institutional Review Board and the 
administration of a local small acute care hospital, a preliminary study was conducted of 
the DPP and use of the EHR within the DPP (IRB approval # 00208i). The preliminary 
study informed the design of this research project, participant recruitment, data 
collection, analyses, member check, and executive report. Data saturation was noted by 
the fourth interview. Information gained about the use of the EHR in the DPP, types of 
documentation elements, information retrieval challenges, navigation issues in the EHR, 
and patient education as part of the DPP contributed to the research design and 
interview questions for this study.   
This preliminary study revealed how the informatics specialist made revisions to 
EHR function, built reflexes to import patient history into new forms as needed and to 
trigger alerts to the discharge planner when specific items in the assessment 
documents were selected, in addition to other redesigns. By coincidence the interviews 
were held in a room with an EHR computer. When responding to questions participants 
activated the computer to use the mock patient information for new employee 
orientation to demonstrate navigation in the EHR and elements of the EHR. With four 
week planning time the interviews with the administrators and discharge planners were 
easy to schedule into the same day. Recruitment of participants for the focus groups 
was challenging because they took their lunch break when patient care needs were 
lower instead of a definite time. The date and time of the focus group for the bedside 
nurses needed to coincide with a scheduled mandatory department meeting which 
nurses attended on their day off or during their lunch break since their workload would 
not allow them to take time out during patient care. For the member check process 
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participants responded to email inquiries quickly and reviewed the aggregate data in a 
timely manner. Tools developed for the preliminary study provided resources for this 
study: semi-structured interview, focus group protocols and a codebook (Appendix J).   
Sampling Approach and Criteria. 
Purposeful Sampling. 
Purposeful sampling ensures a sample of participants whose experience with the DPP 
and EHR will both inform an understanding of the research topic and remain consistent 
with the research design and BPR (Creswell, 2013; Marshall & Rossman, 2011; Russ-
Eft & Preskill, 2009).   
Inclusion criteria. 
To be eligible for inclusion in this study, a hospital needed to be described as an 
acute care hospital in Ohio that uses an EHR, provides adult inpatient medical/ surgical 
care, offers 24-hour emergency services and whose size is less than 200 licensed beds. 
Limiting the size and type of hospital is a method to ensure sample sites with similar 
characteristics. Hospital size, type of inpatient care unit, and geographic location are 
common characteristics used by the National Data Base for Nursing Quality Indicators, 
National Healthcare Safety Network, and the Collaborative Alliance for Nursing 
Outcomes (CALNOC) to identify like hospitals. Small acute care hospitals have inpatient 
general medical/surgical services that use a DPP for all patients transitioning to home 
including the older adult patients. Specifying the size of the hospital and an acute care 
hospital ensures the sites will have similar patient population and resources. 
Participants.  
At acute care hospitals the key stakeholders for the DPP are administrators in 
the positions of the director of inpatient care services, director of new employee 
orientation, director of a medical surgical inpatient care unit, director of discharge 
planning, the clinical information specialist for the EHR, the discharge planners 
[commonly social workers and or nurse case managers] and the bedside nurses on the 
inpatient care unit.  The directors of inpatient care services, medical surgical inpatient 
unit, and director of discharge planning oversee some aspect of the DPP, commonly 
involved in the EHR selection process and are the key administrator stake holders for 
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patient care services. The director of new employee orientation oversees methods used 
to assist new clinical employees to learn about the hospital’s DPP and use of the EHR. 
The clinical information specialist is commonly involved in the EHR selection process, 
development of hospital specific patient care process documents such as the discharge 
plan template and admission assessment components in the EHR, integration of patient 
care processes into the EHR and development of training resources for orientation of 
clinical employees to use the EHR. Discharge planners and inpatient care unit bedside 
nurses are active participants in the DPP working directly with the older adult patients 
and their families. As stated earlier the discharge planners work with the older adult to 
craft the discharge plan the bedside nurses are involved in the DPP and both use the 
EHR.   
Sampling and Data Saturation 
In qualitative research design, several aspects need to be considered when 
planning the sampling process: the number of sites, number of participants and data 
saturation.  This study involved recruitment of the business entity, the hospital and then 
recruitment of the key stakeholders involved in conducting the DPP consistent with the 
BPR framework, qualitative research design and study aims. Recruitment is described 
in detail in the next sub-section. Prior to recruitment, the research study proposal was 
approved by the Miami University Institutional Review Board (IRB) approval #00776r 
(Appendix A) for protection of human subjects.  Use of criterion to identify potential 
hospital sites for recruitment is “useful for quality assurance” (Creswell, 2013, p158).   
Data saturation is the point at which new concepts are not emerging during data 
collection suggesting all aspects of the research questions have been addressed and 
indicate sufficient sample size to support content validity. Data saturation is influenced 
by the complexity of the concept under investigation, purpose of the study and diversity 
of participants (Francis, Johnston, Robertson, Glidewell, Entwistle, Eccles and 
Grimshaw, 2010). Creswell (2013), suggests one to five sites in a single study to 
provide for adequate opportunity to identify themes and cross situation theme analysis 
but not to dilute the details. Determining a sampling plan to achieve data saturation and 
recruit participants consistent with the inclusion criteria is essential. However a standard 
method for data saturation is not available. Thus for this study, three hospitals were 
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recruited consistent with Creswell’s suggestion. At each hospital interviews were 
planned with five administrators and two focus groups were held, which resulted in a 
total of seven data sources per hospital and a grand total of 21 data sources. The 
sampling plan for three hospitals and purposive participant recruitment yielded seven 
transcripts for each site, hospital, consisting of five interviews and two focus groups. 
This is a total of 15 interviews and six focus groups for an overall total 21 transcripts. 
Since data saturation occurred in the fourth encounter for the preliminary study, the 
sample plan for the current study was expected to exceed the minimum needed for data 
saturation.  
Recruitment 
Hospitals 
Three small acute care hospitals in Ohio were recruited using purposive 
sampling. Data in the CMS Hospital 2014 data set of all hospitals in Ohio and 
specifically the Hospital Consumer Assessment of Healthcare Providers and Systems 
(HCAHPS) Data Base were reviewed to identify hospitals which received high ratings by 
patients for nurses communication; the HQI Readmission Reduction and the CMS 
Meaningful Use data set; and EH Recipients of Medicare EHR Incentive Program 
Payments, January 2014 (http://www.cms.gov/Regulations-and-
Guidance/Legislation/EHRIncentivePrograms/DataAndReports.html). Data were then 
sorted to identify acute care hospitals licensed for less than 200 beds, the lowest 
readmission rate, level 5 and greater (scale 0-10) patient satisfaction score and receipt 
of incentive funds for Meaningful Use of the EHR. The 5 hospitals with the lowest 
readmission rate, patient satisfaction rate of 5 or greater and receipt of incentive funds 
in 2013 were sent a letter of recruitment via email (Appendix B). Three hospitals 
responded with an interest to participate.  
As hospitals responded with interest to participate in this research project, 
communication took place with their chief officer of patient care services to explain the 
research study in depth. Documents describing the research project, verification of the 
Miami University’s IRB approval, sample interview questions (Appendix H) and PI 
biographic data with contact information were sent by email to the chief officer for 
patient care services for review. These documents were then shared with the hospital’s 
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review process for protection of human subjects. The chief officer for patent care 
services also discussed the project with their administrative team to determine 
affirmation to grant permission for the research project to be conducted. One hospital 
required completion of their own IRB process in addition to the Miami University IRB 
approval. Upon confirmation of a hospital’s willingness and approval to participate in the 
research project, explanation of the study's selection criteria, purpose, data collection 
methods, confidentiality, plans for dissemination of aggregate results, potential benefits 
and protection of human subjects were sent with the participant recruitment letter 
(Appendix C) to potential participants in compliance with research standards (Creswell, 
2013; Marshall & Rossman, 2011; Russ-Eft & Preskill, 2009. Copies of the recruitment 
flyer (Appendix D) for the focus groups were posted by the managers in staff common 
areas. The executive administrative assistant reserved a conference room for data 
collection and arranged for a laptop computer with access to the hospital’s training EHR 
to be in the room. A couple days before the data collection date, focus group flyers were 
posted in strategic locations to remind discharge planners and bedside nurses.   
Data Collection 
Setting  
For each of the three different hospitals, data collection occurred on the same 
day over a nine- to twelve-hour time frame to accommodate the participants. At each 
hospital, the interviews and focus groups were held in a quiet conference room at a 
table with comfortable seating, a computer with access to the training EHR, and privacy. 
This location provided participants convenient access from their work location in the 
hospital to minimize potential barriers to participation. Bottled water and snacks were 
provided at a corner of the table as an option for all participants as a token of 
appreciation for them to take time in their busy day to participate. After participants were 
comfortably seated in the conference room for the interview or focus group, the process 
for informed consent and secure handling of all data were explained before any 
questions were initiated. For each participant, signatures indicating consent to 
participate (Appendix G) in data collection were obtained, a blank copy of the participant 
consent form was provided and the opportunity to participate in the member check 
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process upon completion of the data analysis was presented. Those who expressed an 
interest in the member check process added their email address to their consent form. 
Interview and Focus Group  
All of the interviews and focus groups for a given site were scheduled on the 
same day, each lasting 60 minutes with a 10- to 20-minute gap between each. 
Experience from the preliminary study informed the decisions to schedule the interviews 
with the director of a medical surgical inpatient unit and the director of discharge 
planning before the focus groups. This schedule preference facilitated obtaining key 
information about the overall structure of the DPP, the use of the EHR, hospital specific 
terms for the discharge planners and agency specific phrases such as “team huddle”. 
Interviews were recorded on an audio recorder placed on the table and started after 
obtaining the informed consent.   
Field Notes and Memos 
Throughout each interview and focus group field notes were recorded on the 
interview protocol (Appendix E) and focus group protocol (Appendix F) discipline 
specific questions pages (Appendix H). These notes facilitated coverage of all aspects 
of the study aims, novel process components for that hospital, identification of points to 
be clarified as the discussion evolved and recognition of emerging concepts to be 
addressed in proceeding interviews and focus groups. Upon completion of an interview 
and focus group novel components and language related to emerging themes were 
recorded on field notes on a notepad and added to the question list for proceeding 
interview and focus group protocols to facilitate follow up exploration. Novel process 
components and characteristics indicative of the emerging themes were apparent in the 
first interviews with data saturation by the 4th interview at each of the three sites. After 
the last interview for each site was completed, a post experience memo was written 
noting characteristics novel to this hospital, components and relationships related to the 
aims and perceptions of emerging themes (Appendix I).   
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Data Collection Related to the Research Study Aims 
The following description relates to Aim #1 (To describe in detail the DPP in 
small hospitals for older adults transitioning to home) and Aim #2 (To describe 
methods to engage hospitalized older adults in the DPP.)  
A semi-structured question format and protocol was used to conduct the 
interviews and focus groups. Interviews and focus group discussions started with 
thanking the participants for taking time out of their busy day to support this research 
project on the discharge planning process in their hospital for older adults transitioning 
to home. Opening remarks acknowledged them as being role models because their 
hospital was one of the top five ranking hospitals in the state of Ohio for low 
readmission rates, excellent patient satisfaction scores and having received funds from 
CMS for achieving Meaningful Use targets for use of the EHR. The initial question for 
both the interviews and focus groups utilized an open-ended narrative question to 
describe their process for discharge planning for older adults going home from how it is 
initiated up to the point at which the older adult exits the hospital. As the process 
unfolded more specific questions realized rich details about the DPP, engagement of 
the older adult in planning for potential needs after discharge, development of the 
discharge plan, use of the EHR and perceived usefulness of the EHR. Techniques such 
as probing questions, asking for clarification, repeating questions, active listening, 
summarizing, and the use of silence augmented discussions consistent with 
experienced researchers (Creswell, 2013; Roulston, 2010; Russ-Eft & Preskill, 2009; 
Tong, Sainsbury, & Craig, 2007). Although they had a very low re-hospitalization rate, 
administrators were asked about characteristics and trends associated with older adults 
who had been re-hospitalized. They were also asked to describe how newly hired 
clinicians learned about their DPP. 
Separate focus groups were held for bedside nurses and discharge planners as 
each group provided rich details from their perspective consistent with Liamputtong’s 
research findings (2011) on focus groups. At each hospital the focus group for the 
bedside nurses was conducted during the usual lunch time with pizza, light snacks and 
bottled water provided. Participants spontaneously expressed appreciation for being 
invited to participate, having the food and consideration of the time to fit their busy 
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schedule. Since the nurses continually are intervening with patients it is difficult for them 
to leave the unit except for planned lunch breaks. Bedside nurse focus groups 
contained three to four participants. Discharge planner focus group participants ranged 
from two to four. Groups demonstrated open discussion, mutual respect, sharing of the 
time, generation of a variety of ideas and expansion of many of the ideas from the 
administrative interviews earlier in the day. Participants shared information related to 
their experiences with initiation and ongoing discharge planning, providing patient 
education, engagement of the older adult in the DPP, communication with the patient’s 
family, use and perceived usefulness of the EHR and their perceived ideal DPP. Nurses 
described how their admission assessment in the EHR at all hospitals contained 
questions about transportation, the older adult’s current living situation, where they 
anticipated going at discharge, their self-rated abilities with ADLs, current use of home 
care and community services. Discharge planners were asked about methods for 
contacting support services for the older adult and any challenges in discharge 
planning. Bedside nurses were asked about any challenges in discharge planning and 
to describe the discharge planning interactions at the time immediately preceding 
discharge which involved completing the Discharge Instructions, printing the Discharge 
Instructions and discussing the Discharge Instructions with the older adult and their 
family.  
The following relates to Aim #3 (How closely does the DPP used by small 
hospitals follow or diverge from the national models?) 
The administrators, discharge planners and bedside nurses explained in detail 
how new clinical providers and staff learn about the DPP and their contributions to the 
process. They described how multiple disciplines collaborate for the DPP, creation of 
the Discharge Instructions (discharge plan template), how the discharge plan template 
at all three hospitals contained information to identify new problems with an action plan 
and safety net to support care coordination if needed. Administrators were asked about 
how they structure their DPP, how multidisciplinary collaboration is achieved, how they 
support staff to provide an optimal discharge planning experience for the patients, how 
they include the older adult’s designated family in the plan and what if any national 
model or gerontology program they use to guide their DPP.  
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Data Analysis 
Visualizing the Current Process BPR Step Three 
          Data analysis was consistent with the BPR framework for this research study of 
the DPP inclusive of the use of the EHR. As stated earlier (see Chapter three, research 
design) step one of the BPR framework, problem conceptualization, is the gap in 
knowledge about the process for discharge planning in hospitals and the staff’s 
perceived usefulness of the EHR in the DPP and step two, data collection. Consistent 
with the BPR framework, step thee data analysis consisted of analytic techniques to 
interpret and reduce the large quantity of data into meaningful units and data coding by 
assigning labels to these units. Data within each site was compared to the study aims, 
literature and the code book developed in the preliminary study with mindfulness to 
recognize emerging perspectives (Stringer, 2007; Creswell, 2013). Continued data 
analysis by comparing data within each site revealed emerging categories, themes and 
relationships to visualize their DPP. Categories of the DPP identified in the preliminary 
study continued to be evident at all three sites.  
Coding Process 
          Audio recordings of the semi-structured interviews and focus groups were 
transcribed verbatim. Transcriptions were compared to the audio recording to verify 
accuracy with revisions made as needed. In the transcription a non-descript set of 
letters (e.g., XXXXX) were typed instead of a person’s name to protect anonymity when 
the participant talked about other persons involved in the DPP or EHR design. 
Moreover, the transcribed individual document files were assigned file codes to protect 
the identity of participants. Data analysis and coding were guided by the research study 
aims with codes used for chunks of data. On the transcript, data were highlighted the 
same color as the color highlighting used with the related code label as a mechanism to 
facilitate data reduction and analysis. The preliminary study codebook was used as a 
guide for analysis of the data in the current study. 
          Coding of the transcripts began by identifying meaningful units of text within the 
interviews that corresponded to codes in the preliminary study codebook. Continued 
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review of codes and narrative led to renaming some codes as indicated in the 
proceeding discussion. Several codes in the preliminary study codebook were renamed 
to be consistent with how codes emerged from the current data. For example, the code, 
“Discharge Process,” was renamed Discharge Event. Ongoing review of codes with 
reflection on the research questions evolved to the clustering of codes into larger 
categories. Eventually a total of eight categories emerged: Initiation of DPP, Needs 
Identification, Discharge Instructions Development, Care Transition, Gerontology 
Communication Skills, Culture of Caring, Community Services and Interdisciplinary 
Collaboration and Coordination. The categories relate the structure and factors that 
influenced the performance of the DPP at each site. Each category contains more than 
one code. (Marshall & Rossman, 2011). In this study, the categories related to the DPP 
beginning with the onset of the DPP to the final aspects in which the older adult exits 
the hospital. Categories developed with data analysis are defined in Table 2.   
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Table 2. Categories with Definitions 
Category Definition 
Admission 
Initiation of DPP 
Mechanisms which facilitate the creation of an individualized 
Discharge Instructions which can include EMR alerts, verbal-e.g., 
change of shift report, electronic messages e.g., healthcare 
provider messages 
Culture of Caring All activities that support a process for team members to 
understand the support system of the older adult, to identify areas 
of concern for the older adult’s care transition, expectations for all 
staff to identify themselves and report information shared by the 
patient to the unit charge nurse (patient’s healthcare team), all 
staff to support the patient’s progress in the hospital and during 
care transition, staffing and patient care support resources  
Gerontology 
Communication 
Skills 
Incorporates use of adult learning principles, respectful 
communication, knowledge of age related changes, autonomy 
and honesty during discussions with the older adult to engage 
him/her in open discussions of their current condition and 
anticipate challenges upon their care transition to home. 
Needs 
Identification 
Mechanisms to identify continuing care needs, resources needed 
and patient understanding of health care and medications to do at 
home 
Discharge 
Instructions 
Development 
Networking of all providers developing a support network for the 
older adult, resources such as community services to support the 
older adult’s health recovery progress, interventions for risk 
factors for re-hospitalization, individualized information to promote 
continued recovery, list of medications to take at home and safety 
net plans  
Care Transition Actions on day of discharge to prepare the patient for leaving the 
hospital, transport to home and settle in at home with resources 
to continue recovery/healing 
Interdisciplinary 
Collaboration & 
Coordination 
Formal and informal collaboration of all disciplines focused on 
identification of patient needs, shared responsibilities, 
development of individualized Discharge Instructions for optimal 
care transition, coordinated efforts among all hospital and 
external providers and development of ‘safety net’ plans in the 
Discharge Instructions. 
Community 
Services 
Activities to support older adults’ independence such as 
professional care navigators, care coordinators from their 
insurance carriers or their healthcare provider’s office. Also 
includes codes of Community Resources, Equipment and 
supplies 
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Member Check 
          In qualitative research, mechanisms are utilized to document the study’s accuracy 
and trustworthiness. This strategy involves the use of rich details with deep 
interconnected descriptions in the findings and member checking with participants 
(Creswell, 2013). Through the member check process, study participants verify the 
accuracy of the written narrative provided with the findings, categories, interpretations 
and conclusions drawn from the data. As a part of this process, any errors or missing 
information are identified. Thus member checking affirms links between the study 
findings and the data (Russ-Eft & Preskill, 2009).   
         For each hospital site a detailed description of their DPP was arranged into an 
outline style conceptual schema organized chronologically with the identified categories 
and themes representing the major headings. For each category and theme select 
exemplary participant narratives were entered into this outline to clearly visualize all 
aspects of their process. In addition the member check document included summaries 
of participant perceived usefulness of the EHR, suggestions for the ideal EHR within the 
DPP and concerns with the current EHR. These participant narratives addressed 
aspects of the DPP at both the institutional and individual levels. The member check 
document was sent to study participants who expressed an interest and provided their 
email address during the consent process. Four to six participants at each site 
contributed in the member check process. Member check volunteers were sent by email 
their hospital’s detailed DPP description with use of the EHR and description the ideal 
EHR in the DPP. They were asked to review this document for accuracy of their 
hospital’s process for preparing older adults [age 65 and greater] to transition from the 
hospital to their home or to live with a family member. They were also offered the 
opportunity to discuss their viewpoints via phone conversation. All volunteers preferred 
the email method and returned comments within a week. All comments were affirmative 
with no indicators of disagreement or dissatisfaction.  
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Chapter Four  
Results 
Hospital Characteristics 
As stated earlier data were collected from three small hospitals. Data were 
collected through semi-structured interviews with five administrators of various aspects 
of patient services related to the DPP and two focus groups with bedside nurses and 
discharge planners at each hospital. These three hospitals were ranked the best in the 
state of Ohio for low rehospitalization rate derived from the HQI Readmission Reduction 
Data Set in the CMS HCAHPS Data Base. In addition their patient satisfaction score 
was excellent, 5 or greater (scale 0-10) in the HCAHPS 2014 Data Base at 
www.cms.gov/hospitalcompare and they received incentive funds from CMS as a 
reward for achieving meaningful use of the EHR in the past year. At each hospital 
participants relayed awareness of web sites for resources on the care of older adults, 
however they stated their hospitals was not involved in a care transition pilot project 
sponsored by an Area Agency on Aging or any other agency or special project that 
could influence the DPP. 
Table 3. Hospital Characteristics------ 
National rate 18.6% 
Conceptual Schema BPR Step 4 
Traditionally in step four of BPR, businesses would use the findings from data 
analysis to create a conceptual schema of their business process. Consistent with step 
four of the BPR, the aforementioned outline conceptual schema of each of the three 
sites were compared. Analysis across all three hospital sites revealed consistency 
among all three sites in structuring their DPP using the categories identified earlier as 
key components of the DPP. Repeated reading of transcribed data with continued 
comparative analysis revealed the complexity and multiple perspectives of the DPP 
Hospital Re-hospitalization 
rate 
HCAHPS 
Satisfaction 
CMS payment Licensed 
Beds 
A <18% >9 <$1 Million <50 
B <18% Between 5 and 7 >$1.5 Million 150 - 200 
C <18% Between 5 and 7 Between $1 and 
$1.5 Million 
100-150 
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used to create the conceptual schema (Figure 1). This schema depicts study categories 
as components of the DPP and the relationship among the components. To begin, 
Admission DPP Initiation is displayed as an arrow tip entering the Black Box of the 
Culture of Caring indicating the DPP begins during the initial encounters of the older 
adult with professionals and staff. The attitudes, communication style and behaviors of 
everyone craft the Culture of Caring which is the hub of the DPP. The large box is the 
Culture of Caring depicting the overall hospital environment embracing the DPP as a 
cyclical interactive process during every encounter with the older adult from admission 
to discharge from the hospital. Thus the Culture of Caring is the “how” of the DPP using 
multiple approaches to identify continuing care needs of the older adult and options to 
support their recovery at home. Needs Identification, depicted within the central arrow in 
the Culture of Caring, indicates this occurring through frequent encounters of staff and 
professionals with the older adult. The proximal placement of Needs Identification to 
Interdisciplinary Collaboration and Coordination on this large DPP arrow encircling 
Gerontology Communication Skills indicates the DPP is an integrated continuous 
cyclical process for the development of the Discharge Instructions, the tip of this arrow. 
This tip of the central arrow in the Culture of Caring represents the Discharge 
Instructions as the product of the DPP. A small dashed arrow connects the large box, 
the Culture of Caring, with Community Services indicating an interactive relationship to 
identify community based options for the development of individualized plan of support 
in the Discharge Instructions. Community Services is a separate box outside the outside 
the Culture of Caring indicating it represents agencies external to the hospital. A solid 
small arrow connects the Culture of Caring to Person Care Transition indicating delivery 
of the Discharge Instructions to the older adult in print format and their portal in the 
EHR. Development of the schema is consistent with step four of the BPR.  
Findings revealed the hospitals in the study use aspects of the national models 
but without employment of the new discipline of a discharge coordinator e.g. the 
discharge advocate and transition coach component in the national plans. These 
aspects shared with the national models represent the ‘what’ of discharge planning. 
Results of this study reveal the ‘how’ of discharge planning. This ‘how’ relates to 
mechanisms used to engage older adults and their filial caregivers with identification of 
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needs, goals, preferences and planning for their care transition. The national models 
specifically describe using principles of patient activation and responded ‘no’ when 
asked if they used national models or were involved in Area on Aging pilot programs. 
Participants in the study did not mention patient activation when describing their key 
principles of communication and interaction with the older adults. This ‘how’ emerged 
from participant responses to questions about how they engage the older adult and filial 
caregivers in planning, how they educate older adults on illness management and 
medications, how new employees learn about the DPP and what they think contributes 
to their low rehospitalization rates. The themes of Culture of Caring and Gerontology 
Communication Skills emerged from the data as an intricate environment coined in this 
study as the ‘Black Box of Discharge Planning’. This Black Box encompasses an 
innovative integrated DPP design of a continuous cycle for needs identification, 
multidisciplinary collaboration, care coordination, development of Discharge Instructions 
with safety nets and preparation for care transition.  
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Table 4. Comparison of Study schema to national models of care for high risk 
older adults 
 Care Transition 
Intervention  
Transitional 
Care  
Project Red Study Schema 
Assess OA & 
family needs 
& goals 
 TCN needs, 
goals, 
preferences 
 At admission, 
RN and SW 
frequent visits for 
needs, goals, 
preferences, 
non-clinical staff 
listen & report  
Discharge 
planner 
Transition coach, 
activate OA & 
family 
(TCN) 
gerontology 
advanced 
practice 
nurse MSN 
Nurse Advocate 
create AHCP, 
schedule PCC & 
services visits  
Experienced 
SW+RN explain 
concerns & plan  
Educate OA 
& family 
Transition coach, 
1 visit hospital, 
illness & 
medications 
Active 
engagement 
daily illness 
& 
medications 
Nurse Advocate 
daily illness & 
medications 
Each medication 
administration, 
illness 
frequently, 
teachable 
moments 
Collaboration  TCN, OA, 
family & 
physician(s) 
OA, family, 
‘team’ 
Daily team 
rounds by all 
clinical 
disciplines; daily 
plan SW, RN, 
OA, family 
Home visits 1 visit Transition 
coach, personal 
health record, 
medications 
TCN, & at 
PCC visit  
 Home care 
agency if OA 
assents 
Phone visits 3 phone calls by 
Transition coach  
TCN support 
2 months 
1 phone call by 
clinical 
pharmacist 
RN or SW 
weekly for 1 
month 
Care 
Coordination   
Transition coach, 
Personal Health 
Record tool 
TCN Education tool, 
care summary, 
planned 
services  to 
PCC, AHCP to 
OA 
Safety net plans, 
care summary & 
AHCP to PCC, 
Navigators, 
AHCP to OA & 
family 
OA-older adult, RN-bedside nurse, SW-social worker, PCC-primary care clinician, HCP-
health care providers, AHCP-after hospital care plan containing contact information, 
appointments, medication schedule, diagnosis, problem management. (Penn Nursing 
Science, 2014; Care Transitions Program; 2007; Naylor, 2000; Jack, et.al, 2009) 
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Figure 1.  The Schema: Culture of Caring: The Synergy for Discharge Planning with 
Older Adults 
Steps of DPP:  1) Admission DPP Initiation, 2) Needs Identification,  
3) Interdisciplinary Collaboration and Coordination, 4) Discharge Instructions,  
5) Community Services, 6) Care Transition 
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41 
 
Steps of the DPP 
Findings revealed the steps of the DPP are part of an integrated multidisciplinary 
process supported within a culture of caring environment. The first step of the DPP is 
marked by the Admission of the person into the inpatient care setting which initiates the 
DPP through starting step #2 Needs Identification in which the professionals use 
Gerontology Communication Skills with the older adult and Step #3 informally and 
formally conduct Interdisciplinary Collaboration and Coordination to identify needed 
support services and funds for the services. When the older adult assents to support 
services the social worker communicates, Step 4, with Community Service agencies for 
options. Step 5, the interdisciplinary team uses the EHR to contribute to development of 
the Discharge Instructions. When the physician enters the authorization to discharge the 
patient from the hospital. Step 6, Care Transition commences.  
Key Components of the DPP 
Admission DPP Initiation.  
Arrival to the inpatient nursing unit is the person’s formal admission into the 
hospital which starts the DPP. Admission shaped as an arrow into the Culture of Caring 
Environment indicates the key to start the DPP. When a person accepts the physician’s 
recommendation to be admitted to the hospital, he or she transitions from self-care to 
reliance on the hospital staff and system to manage their illness and prepare them to 
transition back to home. At the time of admission into the hospital, the nurse assesses 
the older adult for needs for the DPP to identify appropriate interventions and resources 
such as support network. The entry of difficulties with ADLs into the EHR triggers a 
referral to the social worker [the discharge planner at participating hospitals] to start an 
individualized DPP to identify resources to support the older adult after transitioning to 
home.  
          Consistently at all three hospital sites several people emphasized they start the 
DPP at admission through comprehensive assessment of the older adult, their home 
situation and their support system. They described the nurses assessing the older adult 
at the time of admission to the nursing unit as the start of the DPP. An administrator at 
Hospital B described assessment for needs to initiate the DPP at the time of admission. 
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She said, “Functional and cognitive status, ADL abilities and IADLs are assessed at 
admission.” They described assessments conducted at the time of admission involving 
interview questions and physical examination to obtain information important for the 
DPP. Interview questions addressed the location where the older adult expected to go 
at discharge such as returning to their home or to live with a family member for the first 
few weeks, who will be helping them at home and identification of any community 
services currently being used. The nurse would also ask the older adult questions about 
how they perform their ADLs to gain insight into how they managed their health at home 
and potential needs for assistance. A nurse at Hospital C explained how they merged 
assessment of ADL independence into the admission assessment of their overall health 
status. The nurse said, “We ask questions about their ADLs, what they can do at home, 
if they have issues with walking, if they have issues with stairs.” And she further stated 
how the nurses request an in-depth assessment of identified difficulties with mobility as 
well as notification of the social worker to initiate the DPP, saying, “It they have issues 
with stairs it will trigger us to say, hey we need a PT (physical therapy) consult, we need 
a social service consult, so we track those at the beginning of their stay.” A social 
worker at Hospital C shared how physical therapy consults for mobility contribute to the 
DPP, stating: “Mobility issues, deficits, that prompts physical therapy to evaluate…we 
start anticipating patient needs for things like walker, mobility devices, home health 
services… to alert them…they might benefit from therapy at home or as outpatient.” 
Many times older adults deny the need for mobility assistance although they describe 
challenges with walking (Angel et.al., 2000). By having physical therapy evaluate the 
patient’s mobility, accurate information can be presented to the older adult to facilitate 
honest open conversations about mobility related safety issues, health concerns and 
the need for support at home. Physical therapy consult for mobility issues early in the 
hospital stay provides for in-depth evaluation, interventions for their mobility and time 
during the usual length of stay to monitor the patient’s progress with ADLs to determine 
if the DPP would need to include support for ADLs in the Discharge Instructions. The 
social service consult notifies the social worker of potential issues for care transition. 
Social workers described the need to identify if the older adult’s current community 
services would be able to support their mobility needs or other new needs. Thus while 
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being given treatments for their primary health problem the older adult is concurrently 
receiving interventions to prepare them for their transition to home. 
          In addition to the patient’s self-report of ADL associated needs, characteristics of 
the patient and their IADLs are assessed at admission to identify risk factors for 
rehospitalization and needs for an intervention in the DPP. A nurse administrator at 
Hospital B highlighted illness related data identified in the nurse’s physical examination 
of the older adult can be so extensive indicating the need to plan for help at home. She 
stated, “Identifying needs immediately on admission, so you have a patient come in 
from a train wreck in terms of their skin…you want to immediately identify this patient is 
going to need a plan for going back home.” A statement by a social worker at Hospital B 
expands on this comment, “Soon into the admission could be a nurse doing a consult 
request in the EHR or even a verbal (social worker consult for the DPP) we think you 
need to see this person, based on a nurse assessment.” Both comments illustrate how 
during the initial encounters with the older adult nurses synthesize information from their 
interviews, physical examination and observations to determine the older adult has 
situations that will require additional support when they transition home. 
         Nurses also assess IADLs as a part of the admission assessment. At Hospital A, a 
social worker described how the nurses during admission assess the older adult’s 
IADLs: “The nurses are real good they ask…What are your transportation needs? And 
this all goes in the discharge module…There are lots of triggers for discharge planning.” 
Transportation is another key factor to promote recovery and prevent re-hospitalization. 
The availability of transportation relates to the ability of the older adult to attend follow-
up medical visits and access to new medication prescriptions at discharge and refills of 
home medications as well as groceries. A nurse at Hospital B described assessment of 
the older adult’s management of their medication as part of the admission assessment. 
She explained,  
When they come in the nurses can go to the admission Med Rec  
[medication reconciliation document] to add the name of their preferred 
pharmacy, if the patient cannot recall their home meds the nurses are 
encouraged to go to the medication claims history at their preferred  
pharmacy to see the last refill dates on the patient’s meds and then review  
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this list with patients to confirm most current meds being taken with last 
dose. Meds in the claims history can be pulled into the admission Med Rec. 
 
This statement relates the nurse beginning the Admission Medication Reconciliation 
form during the admission assessment by listing all medications being taken at home. 
Some people described their admission medication list automatically flowed into the 
Discharge Medication Reconciliation section of the Discharge Instructions. Having an 
accurate list of home medications with verification of prescription refills indicates the 
ability of the older adult to cognitively and financially manage their medications at home. 
For any concerns the nurse would initiate a social service consult for the DPP to ensure 
a plan for support resources are built into the Discharge Instructions. In addition an 
accurate list of medications is important for the healthcare team to safely manage the 
illness associated with the hospitalization. This list is incorporated into the Discharge 
Medication Reconciliation section of the Discharge Instructions document for the 
physician to review and revise near the day of discharge. In summary assessment and 
integration of support of the older adult’s ADLs and IADLs in the DPP is vital for their 
transition to home (Chen & Thompson, 2010; Mahoney et.al, 2000). 
          Many social workers mentioned meeting with the older adult within the first 24 
hours of admission and use of resources for rapid screening of the patients in the 
hospital to identify those who should be assessed for needs related to the DPP. They 
described reviewing the census sheet (printed standard form from the EHR) containing 
admitting diagnoses, co-existing chronic illnesses and age to identify older adults having 
factors associated with needing support for transitioning to home. A social worker at 
Hospital B described the use of the LACE Scale as a tool to identify patients who are 
high risk for re-hospitalization thus need DPP intervention. She explained, “We also 
have a new screening process called LACE…It usually shows more of a need. It goes 
by length of stay, number of ER visits in past 6 months, comorbidity and acuity.“ 
Hospitals use multiple methods and a collaborative approach beginning at admission to 
assess older adults for potential needs for resources at discharge. The literature on 
discharge planning discussed the need to identify high risk patients, longer length of 
stay and recent hospitalization as a risk factor for repeat rehospitalization. The LACE 
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tool is a succinct screening resource to address system level risk factors. For older 
adults whose nursing admission assessment did not reveal needs, the social worker’s 
initial assessment using a different set of criteria may identify needs for the DPP. Later 
in this chapter additional venues for identification of needs for resources related to 
ongoing monitoring of the patient’s progress and characteristics are discussed. Some of 
the above comments about initiation of the DPP implied the use of the EHR, however 
more insightful information is provided below. 
Culture of Caring. 
         Again referring to the schema, the large box depicts the DPP occurs within a 
Culture of Caring that is present throughout the hospital environment. This Culture of 
Caring is founded on four principles supporting quality discharge planning as a core 
patient care process. The four principles are 1) Administrative level: hire persons who 
value quality care for all patients, 2) Individual level: value everyone impacts quality 
DPP, 3) Group/Team level: staffing and resources to support individualized DPP and 4) 
System level: manage rehospitalization as an incident using root cause analysis. In the 
schema the 4 sides of the box represent the four principles that are the foundation of 
the Culture of Caring. This Culture of Caring stems from the administrators’ real-time 
leadership philosophy. At the administrative level, administrators use strategies during 
the pre-employment interview process to identify characteristics linking to the hospital’s 
patient care values. An administrator at Hospital B commented on the hiring process 
stating, “We’re taking actions to improve our hiring and get the right people here.” An 
administrator at Hospital A explained the importance of the pre-employment interview 
stating,  
It starts with the hiring process, it’s critical to bring in the right people.  
So that’s really where it starts and then the expectation is laid that this  
is the environment that you are coming into and this is the kind of  
environment that we intend to maintain and there needs to be a  
commitment right out of the shoe that they will continue to maintain that 
environment and that they are coming here for the right reasons. 
An administrator at Hospital C described the importance of how new clinical employees 
learn the DPP through hospital orientation stated,  
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Through the education it shows you what each step has to be and what  
triggers it. And then when they’re in the preceptorship or their orientation  
on the floor [nursing unit], circulating they’re being walked through step  
by step on what needs to be done for the discharge process. They have  
an 8-hour time, they go through orientation, charts, trending, chart audits 
stuff like that…the trainers do the chart audits and stuff with them and  
when they are with a preceptor. They make sure they are completing it.  
These comments clearly illuminate the importance of a hiring plan and pre-employment 
processes to determine the new employees understand and embrace the leadership 
philosophy for patient care. Thus the new employees value their role in the DPP, and 
through their new employee orientation experiences learn how to conduct the DPP and 
understand their role to support the culture of caring. 
          At the Individual Level, the nurse leaders promote the Culture of Caring through 
role modeling behaviors with patients, mentoring and valuing all employees as integral 
persons in the DPP where every time an older adult voices a need or concern to a staff 
member or professional (healthcare providers), it is entered into the DPP. Several 
people described an administrative commitment to mentoring new employees for quality 
and retention as expressed by an administrator at Hospital A,  
There is a lot of peer to peer monitoring…our leadership…spend time with  
those frontline staff…it’s one of the most important things that they do to  
have that face time on a daily basis to ensure that we don’t have any safety 
issues or quality issues…are constantly coaching in real time. 
Administrators mentioned how they would routinely talk with the patients and their 
visitors in support of needs identification and to role model for staff. This built in practice 
of mentoring of staff and professionals provides a foundation for consistency of 
interactions building and sustaining the Culture of Caring that emanates through their 
use of Gerontology Communication Skills and development of safety net options in the 
Discharge Instructions. Another nurse from Hospital A described their culture of caring. 
She said: “We just have a lot of input with our patients, every department, physical 
therapy and maybe it’s on the trip down to x-ray that they tell the x-ray technician 
something and they’ll relay that back (to the unit charge nurse).” This statement relates 
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how every employee is expected to support the Culture of Caring in every encounter 
with a patient. Thus there is a focus to listen to the older adult throughout their 
encounters to be sensitive to indicators of needs. As depicted in the conceptual 
schema, staff are key people for Needs Identification in the DPP where every 
conversation with the older adult is a potential for them to voice a concern about their 
approaching care transition. An administrator from Hospital B highlights: “Nurses/others 
are there all day long and are getting a sense because we have multiple contacts with 
the patient and whoever visits them. And we get little pieces from the visitors…then we 
all have to put it together.” These frequent visits with the older adult and communicating 
with persons visiting the older adult as part of the Culture of Caring serve as open 
opportunities for Needs Identification. This administrator’s comment expounds on the 
importance of communicating with persons visiting the older adult as a way to identify 
needs and become informed about their support network. 
          At the Group level, managers being visible on the nursing unit to be aware of 
work flow and intensity, round on patients newly admitted and every 3rd day, schedules 
staff at an appropriate nurse to patient ratio to support quality care, and the flexible roles 
of the unit charge/resource nurse to mentor as situations evolve and support the nurses’ 
ability to manage their workflow for the DPP including collaborating with physicians 
meeting with their patients. An administrator at Hospital A stated, 
Our staffing is a guideline; it’s not set in stone.  If we have somebody, if  
acuity is high, we will bring in extra help to offset that. And we really  
look at the education process as a team so we are involving more of  
pharmacy, the charge nurse helps, case management, social work, the  
front line bedside care giver. So there is a wide variety of individuals  
involved in that care process…There are times it’s more challenging than others. 
You could have 3 patients where you could easily take 2 more patients and care 
for 5 or you could have 3 patients and that nurse could not take one more thing.  
So we really are careful to watch the acuity and adjust accordingly and not just 
go based on numbers.   
Comments by many people relayed that creating and sustaining this environment is a 
conscious planned function of the hospital’s leadership and employee training. Another 
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administrator at Hospital B further expands on multiple aspects of creating a Culture of 
Caring by stating,  
We’ve worked to reduce their nurse to patient ratio on the floor and get  
them the help that they need when they need it…We’ve worked a lot  
on scripting and trying to help staff use the right terms and not just nursing, 
it’s cross-functional. Our transporters, or EVS, they script things to the  
patients to reiterate things and ask questions… And we also do leadership 
rounding, for our clinical managers, the expectation is that they round on  
new admissions and then if the patient is here longer than 3 days, they  
go back and touch base with the patient.  
The unit function as a team is supported by valuing staff through this reduction of nurse 
to patient ratio and resources for staff supports their workflow to have quality time with 
the older adult patients to provide education and talk about their home situation to help 
them anticipate needs for resources when they transition to home. This scripting to 
mentor staff of how staff introduce themselves to the older adult and to explain what 
they are going to do provides caring in the form of continuity and comfort for the 
patients. These comments provide examples of the various ways hospitals craft a 
Culture of Caring supporting the older adult in the DPP. To achieve this Culture of 
Caring the hospital empowered employees through education, mentoring and including 
them in the chain of communication valuing everyone as a key partner in the healthcare 
team as illustrated in the comments.  
          Nurses described caring behaviors of colleagues to promote patient comfort and 
facilitate communication. Through the workflow support described above nurses have 
more opportunities to assess the older adult for needs. Another example of the Culture 
of Caring integrated into patient care to develop a broader understanding of the 
patient’s situation is described by nurses at Hospital A as they stated,  
You will… go sit with a patient because they have something else,  
another family member sick and they just want to talk to somebody… 
 this Culture around here, you know on a daily basis what is going on  
with your patients…that little old lady that her family lives in California  
and they can’t get here … she has gone and sat with a patient just to  
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talk with them because they need someone to talk to… take your lunch  
in and eat supper with them because they haven’t been eating because  
they don’t like to eat alone. 
A nurse at Hospital C expressed how everyone works together to ensure all the details 
in preparing the older adult for their care transition. They indicate each of the 
professionals address similar details working together for a quality transition when she 
stated,  
So if nurse a forgot to say to the patient don’t forget to take this home 
tomorrow nurse b is going to come along or a therapist, c, is going to  
come along and we are just all going to make sure all the t’s are  
crossed and the I’s are dotted. 
All encounters with the older adult are perceived to be occurring within this Culture of 
Caring environment concurrently being considered in the DPP. This comment of a nurse 
using presence and psychosocial interaction to empower the older adult to express their 
concerns about their family, their support network. This comment also reveals how 
everyone strives to know what is going on with their patients as individuals and a 
member of their family system. This Culture of Caring embraces the activities involved 
in the DPP indicated by culture of caring being the ‘Black Box of the DPP” with the four 
principles being the four sides of the box holding the interactive arrow flowing from 
Needs Identification with both Informal and formal communication into Interdisciplinary 
Collaboration and Coordination and encircling Gerontological Communication Skills 
representing the DPP as a continuous cycle within the Culture of Caring using 
Gerontology Communication.  
 At a system level people described connections and awareness with the 
community at large. An administrator at Hospital A described older adult members of 
the community choosing to come to the hospital for dinner as if dining at a local 
restaurant. She stated, “I think there is constant communication between the whole 
group, we have patients, we have elderly people, that come in here…and will eat with 
nurses down in the cafeteria because they just love to come here and see people.”  
Another example of caring within the general community, a social worker at Hospital B 
stated, 
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I have talked to people who said, yeah I live a 1000 miles away but  
it is really Bob and Sue who pick up dad for dinner once a week and  
take him to church. Who are Bob and Sue? Well, I rode the bus with Sue  
and they live down the road. 
And an administrator at Hospital A stated,  
It is an awareness of the community, we are not geographically huge.  
And so there is an awareness of the environment such as the style  
of houses may not be conducive to geriatric care or those are 70’s  
ranches so when they say everything is on one floor—everything is  
on one floor.  
The employees maintain an understanding of the geographic and housing environment 
in their service areas as part of their way to know what to ask older adults and their 
family for Needs Identification. 
 At another aspect of the system level the hospital provides low cost quality meals 
which attract older adults to choose to eat meals at the hospital and create opportunities 
for social interaction supporting their health and independence. This is a win-win 
situation for the older adults and the hospital. In addition employees note how people in 
the community reach out to help their neighbors during everyday life thus emulating a 
culture of caring both in the hospital with the DPP and in the community at large. 
Another aspect, a social worker at Hospital C relayed open communication with local 
facilities to optimize health and avert rehospitalization stated,  
We work with our local community, other facilities, to say, what can  
you manage, how can we provide support, if it’s just through the ER,  
and what truly needs to be admitted? So, we use our UR [utilization 
 review] staff…for meeting criteria for admission. We’ve started  
introducing that to ED again. To really show is this the best thing for  
the patient, what’s really going on with the patient, how should they  
properly be managed. 
This comment continues the emphasis on community awareness, collaboration and 
care coordination through social workers talking with older adults, their families, their 
support network and the community. 
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Needs Identification. 
          As depicted in the conceptual schema Needs Identification is situated within the 
Culture of Caring, the central area for the DPP. The schema demonstrates Needs 
Identification begins at admission and involves an interactive association of staff and 
professionals through frequent multiple encounters with the older adult consistently 
using gerontology communication skills as indicated by the central location of 
Gerontology Communication Skills. The arrow flowing through the Culture of Caring 
linking Needs Identification with frequent encounter to Interdisciplinary Collaboration 
and Coordination relate staff and professionals convey information shared by the older 
adult into the DPP via both informal and formal communication to develop the discharge 
instructions. Many people mentioned nurses and social workers frequently talked with 
the older adult to understand their perceptions of their health and their support network. 
A social worker at Hospital A stated, “We do the best we can to build rapport with the 
patient and snag the family while they are here, talk to the patient while the family is 
here”. They explained that the professionals informally discussed the significance of 
information obtained to identify needs and options for interventions in their Discharge 
Instructions and discussion in the formal interdisciplinary rounds. The formal rounds will 
be discussed later in this chapter.  
Several professionals shared that many older adults and their family think they 
will stay in the hospital until they are back to their normal activity level not understanding 
why planning for their transition to home needs to start at admission. A social worker 
from Hospital C explained why planning for recovery at home needs to start 
immediately. She said, “I always explain it, well, in the old days people used to be able 
to be in the hospital for two or three weeks, but Medicare doesn’t work like that 
anymore. This is the new guidelines.” While working with the older adults, nurses raise 
the patient’s awareness that they will need help at home for a few weeks after leaving 
the hospital. A nurse at Hospital A relayed how she gently informed an older adult they 
will need support services after transitioning to home: “We would have to tell them they 
aren’t going to be able to do this at home on their own or they are going to have to have 
somebody to come in and help them.” By verbalizing these concerns the nurse initiates 
an opportunity for the older adult to express their feelings about their ADL capabilities, 
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reflect on their support network and facilitate discussion for DPP. Another nurse at this 
hospital expands on this comment by describing how she encourages patients to 
participate in their care to foster identification of ADL needs and mutual goal setting. 
She stated, “We encourage them to do everything they can so that we can 
see…because if they can’t do it on their own…how are you going to do this at home.” 
And another nurse added, “Some of them don’t even want to do it themselves without a 
little bit of help or a lot of help.” These efforts to encourage the older adults to practice 
their ADLs while in the hospital are designed to maintain their skills and strength as well 
as for the nurses to assess for needs through observation of the activities. This 
reluctance of the older adults to participate in their ADLs is consistent with mobility and 
self-care problems reported by Angel and colleagues (2000) and Coffey and McCarthy 
(2013).          
           Many people mentioned the nurses used standardized printed information to 
supplement discussions with the older adults to teach them how to manage their health 
for optimal recovery. Nurses throughout the length of stay educate and evaluate the 
patient’s responses to education about managing their current health condition, 
prevention of complications, understanding their medications and provide standardized 
printed materials from the EHR. A nurse from Hospital A commented how they obtain 
materials from the EHR to support patient education as well as provide copies of the 
daily menu as education resources for therapeutic diets to patients. She said, “We pull 
(from EHR) anything related to their diagnosis, treatment they are getting…. a lot of 
people that ask for a copy of that menu, so’ it will have the carbs but you have to think 
about the portion!” This comment signifies how the nurse reminded the patient the menu 
is an example but there are additional aspects of diet management to consider and is 
an indicator to the patient of the need for continued education. Several professionals 
mentioned the nurses routinely teach the older adult about their medications as they 
administer the medications. Nurses at Hospital B described providing education by 
saying: “Disease specific education that happens prior to discharge or medication 
education that may happen way before discharge but it’s also all pulled into the 
discharge.” An administrator at Hospital C elaborated how their EHR supports provision 
of education to the patients throughout their hospital stay:  
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The EHR system…has provided us tools to be able to think and actually 
 process some things throughout the discharge through admission  
rather than doing it all right at the end before they’re ready to go home… 
think oh! What all do I need to give them. Where this will give them an  
opportunity to educate as we go. 
These comments relating ongoing education with the older adult link to the specification 
of the designated educators in the national models to educate the older adult. Reflecting 
on the above  comments, these examples relate how Needs Identification is a 
multifaceted concept involving engaging the older adult to discuss their goals, learn new 
concepts, recognize their functional challenges, acknowledge that their healing will be 
gradual over time and identify appropriate support resources. As demonstrated in the 
examples, professionals use several methods to facilitate identification of needs for 
resources at discharge. At all sites people talked about a variety of professionals 
interacting with the older adult at various times each day providing care, building trust, 
showing concern, educating and inquiring about their care transition to home. These 
frequent visits serve as open opportunities for Needs Identification. They also 
expounded on the importance of communicating with persons visiting the older adult as 
a way to identify needs and become informed about their support network. 
Gerontology Communication Skills. 
          In the conceptual schema Gerontology Communication Skills is displayed in the 
center of the Culture of Caring indicating its importance for Needs Identification and 
discharge planning with the older adult and their family. This placement in the schema 
demonstrates the flowing integrated nature of Gerontology Communication Skills in the 
Culture of Caring during staff and professionals’ encounters with older adults. People at 
all sites described using communication regarded as Gerontology Communication Skills 
while talking with older adults about their health to more effectively engage them in the 
DPP.  
          Older adults’ willingness to talk about their health is influenced by both the verbal 
tone and facial expressions displayed by healthcare providers (Hester, 2009, Wengryn 
& Hester, 2011). Findings revealed professionals described the use of Gerontology 
Communication Skills to engage older adults into open honest discussions of their 
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health condition, acknowledge self-care needs, anticipate challenges with their care 
transition and generate willingness of the older adult to discuss support services at 
home. More encompassing than person centered communication, gerontology 
communication involves knowing communication techniques specific for older adults. 
Person centered communication facilitates personhood with person centered care by 
using words and tone of voice that is nurturing, affirming, respectful, supporting and 
polite (Williams, Boyle, Herman, Coleman & Hummert, 2012). The frequent encounters 
with older adults incorporated for assessment, needs identification, discharge planning, 
and patient education supports age related changes of decreased working memory 
capacity, diminished reaction time and needing more time for decision-making 
(McLaughlin & Mayhorn, 2012). A nurse at Hospital C stated, 
I definitely think the EMR does help. It definitely starts our patient  
education. Something is being started the minute they walk into the  
door. It might be something simple about disease process or diagnosis,  
it’s just going to build on while they are here. Some patients might  
not need anything, but we will give them something.   
This emphasis for providing education to older adults beginning at admission, verbally 
reviewing printed materials, and having many encounters throughout the length of stay 
addressing small amounts of content that address all education needs by the day of 
care transition is consistent with gerontology communication strategies adapted to age 
related changes (McLaughlin & Mayhorn, 2012; Hester, 2009; Nussbaum & Fisher, 
2009).  
         If the older adult continues to refuse support services for their discharge plan thus 
not meeting all the needs identified by the healthcare professionals, then efforts are 
directed to identify safety net options. This statement by an administrator at Hospital B 
displayed the use of Gerontology Communication Skills to engage older adults in the 
DPP. She described how a nurse approached a frail older adult who is refusing support 
services at home, explaining: “You know Harold when you came in you were not able to 
get out of bed and now you get out of bed but it takes two of us and you are going to go 
home but it would be better to have X, Y or Z while you are there.” The administrator 
also shared an example of communication with another frail older adult, who was 
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dependent on his spouse for help prior to hospitalization, in an effort to support both the 
spouse caregiver and the patient: 
I know this is not what you want and we would like it to be different  
too—we think that you will actually do better if you get some services  
and it will be less likely that you come back, or right now your wife  
needs some rest and so letting someone come along side.  
As demonstrated through these examples, gerontology communication skills involving 
respectful acknowledgement of the older adult’s physical functioning, active listening 
along with empathetic function focused discussions highlight successful strategies used 
to engage older adults in the DPP. In these examples the healthcare professional 
acknowledges the older adults’ control in the decision making, identifies their functional 
needs and describes desired outcomes using short sentences with active verbs in 
contrast to passive verbs are consistent with recommendations for decision-making 
discussions with older adults (McLaughlin & Mayhorn, 2012). In addition to 
communication methods to engage older adults to recognize potential challenges as 
portrayed in these examples, professionals use communication skills to recognize 
verbal and non-verbal cues related to concerns from the older adult.  
          People described using active listening of both the older adult patient and their 
family caregiver. They mentioned how older adults talk about their challenges with care 
management and health issues through indirect comments. An administrator at Hospital 
B shared this example of a statement by the spouse of older adult who has been their 
caregiver for some time. She stated: 
He is there today and the first thing he says to me is ‘Well it’s too nice  
of a day to be here I’d like to be somewhere else’, but he is her  
primary caregiver. So it clues everybody there is work to be done with  
them...he is indicating ‘don’t forget about me’. 
This example demonstrates an older adult relaying cues for multiple needs through a 
short section of a conversation. This example highlights the importance of active 
listening, a key element of Gerontology Communication Skills. Active listening, 
recognizing emotions and responding to emotions with empathy are important activities 
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to foster communication with the older adult (Delgado-Guay, De La Cruz & Epner, 
2013). 
          People mentioned awareness of communication strategies for older adults related 
to age associated physiologic changes. An administrator at Hospital A explained how 
they strive to integrate gerontology principles into their care. She stated, “We are a 
NICHE hospital, Nurses Improving Care of the Health System Elders. So we are 
working to getting more nurses certified as geriatric resource nurses. They are cueing 
into more of the geriatric issues.”  And an administrator at Hospital B explained how she 
mentors staff on enhanced communication with older adults. She stated, “The patient 
may say I am ok but then we see different kinds of behaviors that continue to stack up 
and say this is what is going on. And that is what I expect of the case managers, to look 
for those clues to watch from afar.” Thus through Gerontology Communication Skills the 
concerns and needs of older adults can be identified, the professionals assist the older 
adult to recognize how these needs can contribute to challenges after transitioning to 
home and guide them to understand the importance of support services at home.   
Interdisciplinary Collaboration & Coordination. 
          On the conceptual schema Interdisciplinary Collaboration and Coordination is 
depicted within the Culture of Caring along the encircling arrow for Needs Identification. 
This design indicates it is an important entity in the DPP interacting with Needs 
Identification for an individualized DPP. The encircling arrow indicates patient 
information is managed in an ongoing cyclical pattern by Interdisciplinary Collaboration 
and Coordination through formal and informal methods of communication among the 
professionals and staff. People at all three sites described forms of interdisciplinary 
collaborative care coordination. Their methods involved a variety of professionals 
mutually identifying patient needs, discharge plan options and who will follow-up on 
these options throughout the older adult’s stay in the hospital. Methods discussed were 
interdisciplinary team conferences called quality rounds, a discharge module in the EHR 
and a collaborative white board to support interdisciplinary collaboration and care 
coordination. All described informal collaboration among nurses, social workers and 
physicians for need identification and planning for services and resources. Some also 
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described community based Care Navigators to continue care coordination with the 
older adult after their transition to home.  
Team Rounds. People at all three sites mentioned Interdisciplinary team 
rounds, a round table discussion of every patient on the unit by the bedside 
nurse, director of nursing, unit charge nurse, social worker, dietician, pharmacist, 
physical therapist, occupational therapist, respiratory therapist, diabetic educator 
and case management for needs identification and discharge planning. For each 
patient several different professionals report on information the patient and their 
family shared with them many times being different things. An administrator at 
Hospital A exclaimed,  
We start discharge planning from day one…We do what is called quality 
rounding every morning at 8:30 and again at 3:00 in the afternoon. We  
meet with all the disciplines and we discuss each patient. So we know  
from the beginning the possibility they are going to need help at home,  
what special needs they are going to have or whatever. So we can work  
on those while they are here…It took a while to get everyone on board.  
Really we can do it in about 15 minutes because the information  
stays on the board [team white board] just change the length of stay  
and update as needed, discuss, but we are not going back to the  
beginning all the time...The communication is unbelievable. And it is  
with every single patient, and so you know exactly what is going  
on with them. 
As indicated in this comment not all departments initially bought into the idea of team 
rounds indicating the leadership needed to advocate to achieve this full range of 
multidisciplinary participation and use of the collaborative white board to facilitate a 
timely process. Through the multidisciplinary rounds all the patients are discussed 
including concurrent review of abnormal diagnostic test results in the EHR. Through this 
formal discussion, members of the various disciplines apply their expertise to illuminate 
perspectives, provide input into needs identification, plan options and contribute to 
development of the discharge instructions. She further explained how each professional 
brings a new perspective to needs identification. She related to how the patient and 
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family share different information to different professionals.  She said: “It is everybody 
pulling together and say, ‘well she told me this and the husband told me that.’ You can 
really get more of the facts than just one time going in and talking with them.” These 
comments relate multiple professionals providing input from their disciplinary expertise 
to identify needs, plan for services and support for the older adult’s care transition. An 
administrator at Hospital C stated,  
The pharmacist attends ours [interdisciplinary team rounds] will say  
well they’re concerned about this medication. And the nurse will say  
the doc is out there so the pharmacist goes out on the unit to talk with  
the physician, such as, have you considered maybe this or you  
know maybe since the creatinine is up do you want to change this?  
They [pharmacists] review the patient profiles and then they’ll go out  
and make recommendations [to physicians]. 
This quality of problem identification and resolution demonstrate the team members 
valuing the outcomes associated with multidisciplinary rounds. Many people 
acknowledged the importance to have all disciplines participate in these rounds. They 
described these team rounds occurring Monday through Friday in the morning with a 
smaller group also meeting in the evening and weekends. They also identified additional 
methods this interdisciplinary team used to supplement the meetings and support 
asynchronous information sharing about the progress of the DPP. These methods 
included a discharge module in the EHR, a collaborative white board, individual 
meetings with care navigators and summaries for the older adult’s primary care 
provider.  
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Collaborative White Board. The interdisciplinary collaborative white board 
functions as a quick access visual tool for the healthcare team to track progress 
with the DPP by team members indicating items they complete during their shift. 
An administrator at Hospital C explained how the collaborative white board 
supports the DPP:  She stated, ”It will have like 10 criteria for need to have by 
discharge. So, we can put community referral form done. So, kind of a ’ready to 
go’ board. Just a quick summary board of what needs to occur with each 
patient.“ Similarly a nurse at Hospital A shared how the collaboration board 
saves time and supports the DPP. She stated, “A Social worker will say ‘don’t 
forget my CRF form. And we write it on the board then when it is done we can put 
an X through it. Everybody is working together to get all those things done.” This 
statement also highlights both the complexity and the challenges of finalizing a 
discharge plan involving community services such as home care. Procedure 
standards of community agencies such as requiring a signed form are additional 
steps in the DPP as described by a social worker at Hospital A: “You have to have 
the original (physician) signature. Everybody works together to get those, that is 
the hold up in a discharge—like if you get Pass Port or any service at home.” A 
social worker at Hospital C also described the need to obtain a physician 
signature, saying: “That’s something that has to have a signature so there is still 
a little bit of paper for those patients who are…getting home health.” Although 
the team and older adult agree home care service is needed and the older adult 
has selected their preferred service agency, the physician signature on a specific 
form is needed before the service can be scheduled. In the conceptual schema a 
dotted line is shown between the Culture of Caring, representing the information 
processing planning component of the DPP and the Community services 
indicating communication external to the EHR. Physicians are invited by the team 
to use the collaborative board. When reviewing the collaborative board 
physicians and all team members can quickly track the discharge planning 
progress, note any newly identified actions to be addressed and identify which 
staff are working with each patient on the unit.  
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          Care Navigator. If the older adult has a Care Navigator the social 
worker collaborates with the navigator for care as part of the DPP similar to 
collaborating with a community resource. Care navigators are employed by the 
health insurance agency contracted by a community business to track a targeted 
population during and after hospitalization to support quality health outcomes 
and cost containment. In addition some medical offices employ Care Navigators. 
An administrator at Hospital B explained, “If one of their patients is in the hospital 
we will see them here visiting their patients. Or we will let them (Care Navigator) 
know they are here.” A nurse manager at Hospital B described how the Care 
Navigator program in the medical offices supports the older adults’ recovery in 
their home through available follow-up appointment slots and care coordination. 
She stated, “As a health system, we have a care navigation program, so they are 
outpatient care managers strategically located in physician offices in the 
community but they are employees of the hospital. So they case manage certain 
population of patients.” These comments reveal efforts of hospitals and 
insurance companies to extend care coordination into the community to facilitate 
the older adult’s recovery during their care transition at home. By having a Care 
Navigator actively working with the older adult during their care transition the 
older adult has access to a healthcare professional who is familiar to them and 
has access to their EHR including the safety net options identified in the DPP. 
The older adult is able to contact the Care Navigator as needed and the Care 
Navigator would be checking in on the older adult to manage any new problems. 
This program is designed to help the older adult avert re-hospitalization as well 
as achieve optimal recovery.  
          Many Primary Care Providers, family physician, manage their patients’ healthcare 
before and after a hospitalization event but do not visit the patient in the hospital thus 
communication between the physician office and the hospital is important for continuity 
of care to support optimal health outcomes over the continuum of care delivery. 
Through an established interdisciplinary collaboration and care coordination relationship 
the hospital staff transmit the Discharge Instructions to the older adult’s primary care 
provider and scheduled community providers such as home care or outpatient therapy. 
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This collaboration facilitates awareness of current needs, interventions and medications 
supporting continuity of care and optimal recovery. For Hospital C, shared access to the 
EHR is a key factor described by an administrator, “Most of the family practitioners in 
this area are a part of XXXX Health. So when a patient is going home, a message 
would be sent (via EHR) to…alert that “hey, patient XYZ is being transferred out.” She 
further explained that the hospital physician or surgeon also calls the PCP: “To let them 
know what’s going on.” This collaboration functions as a safety net as explained by an 
educator at Hospital A talking about problems identified during a follow-up phone call. 
She explained, “If we find there is an issue –we will call the physician office and give 
them a heads up—lady is having a lot of pain but she has not wanted to call you yet.” 
Informing the physician’s office of the patient’s new problems and his/her reluctance to 
seek help creates a bridge between the physician office and the older adult to facilitate 
timely follow-up care. With the physician’s office having received a copy of the older 
adults Discharge Instructions and the physician summary, the physician is empowered 
to evaluate the significance of the situation and intervene with the older adult as 
appropriate.   
          Several people also described efforts to ensure there are available physician 
appointment slots for the older adult the week of their care transition. As indicated 
earlier a follow-up visit with the physician is a key factor for early identification of 
problems and avoid re-hospitalization. Thus the availability of open appointment time 
slots in the physician’s schedule is important for the DPP. A social worker at Hospital B 
further explained how they collaborate with the office managers for physicians in their 
health system to have available appointment time slots. She stated,  
Our medical home program here… meets once a month with the office  
staff, mostly office managers from the community doctors’ offices and  
they work on helping the offices understand that they need to have  
appointments available for these people to schedule in when they call, that’s  
huge. One of the offices actually has a slot just for patients from the hospital,  
a routine slot every day. 
This is an example of collaboration between the hospital professionals and the 
leadership in the physicians’ offices in their service area to support the older adult’s 
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recovery. It reveals both barriers in the community for the patient and collaborative 
interagency efforts to support a culture of caring throughout the hospital’s service area.  
          Another example of interdisciplinary collaboration and coordination, also a safety 
issue, is access to prescribed medications to be able to start taking new medications 
upon arriving home. An administrator at Hospital C explained, 
We are addressing medications ahead of time with them. Is there financial 
issue? Is there going to be issues getting to the pharmacy? So, if a patient  
is having trouble, or they are not sure how they’re going to get those filled, then  
we can have them filled here and brought up by one of the pharmacists  
before the patient is leaving. They meet them at discharge, can answer  
any questions and they can make sure they have their education packets. 
These various methods of Interdisciplinary Collaboration and Coordination create 
multiple avenues within the hospital and the community to help the older adult manage 
their health to achieve recovery after transitioning to home. These methods address 
care transition problems associated with re-hospitalization (Alper, O’Malley & 
Greenwald, 2014; Lattimer, 2011; Graham, Ivey & Neuhauser, 2009). 
Community Services. 
          Community Services, depicted as a box in the top right of the conceptual schema, 
represents the various community agencies external to the hospital for resources and 
interventional services to support the older adult with their care transition to home. The 
dashed arrow connecting to the Culture of Caring demonstrates an interactive 
relationship between community agencies and the social worker/discharge planner for 
the DPP.  
          The availability of appropriate resources and services is integral to support the 
older adult during their care transition at home. People mentioned explaining to the 
older adult and their family the various home care options available to support identified 
needs and relaying their benefits. They also mentioned although there may be older 
adults with the same medical diagnosis, they may have different needs. A social worker 
at Hospital C described tailoring the plan for resources to the older adult, “And you can 
have two 75 year old patients with the exact same history undergo two knee 
replacements and the cases go completely different.” She further explained, “We work 
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very closely with all of our community resources, whether it be Adult Protective 
Services, whether it be Passport, the different waiver programs, area Office on Aging, 
trying to make sure that the patients have what they need.” An administrator at Hospital 
A acknowledged the breadth and depth of knowledge used in planning services and 
resources for the older adults. She stated, “The social worker makes arrangements for 
services… She knows all the resources that are available… She understands all the 
different types of outpatient services. She contacts the community agencies for home 
services.”  
          For home services insurance companies have policies guiding patient eligibility 
criteria that determine which services are covered and the older adult’s out of pocket 
expenses. The professionals explain these criteria with the older adult to support them 
in making appropriate decisions for home resources such as medication administration 
reminder and services such as home health care. Some people mentioned their 
utilization review staff cross referencing the patient’s insurance coverage for all meds on 
the current list as a potential for being taken at home and the pharmacist identifying 
possible alternate medications to fit insurance coverage. An administrator at Hospital B 
elaborated on the need to affirm the patient’s situation is in compliance with their 
insurance company’s policies for specific resources, “Our social work and case 
management play a vital role in the discharge process; they are continuously prepping 
for discharge. They play a huge part in making sure resources are lined up...Case 
management is very good at looking at the details especially from the compliance 
standpoint.” For some older adults their church is an important source of support. A 
nurse at Hospital C elaborated on supporting the patient’s preferences for assistance by 
contacting their church representative when requested. She described customizing 
interventions, “We address everything from family support to religious support, do we 
need to talk and notify a pastor or call this person.” Contacting the church for the older 
adult provides an opportunity for the older adult to remain in contact with a familiar 
community support network. 
          Another area of community services is palliative care. Several people talked 
about the valuable role of palliative care practitioners meeting with patients and their 
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family both in the hospital and at home to assist with management of progressing illness 
symptoms. A nurse at Hospital B describe the contributions of palliative care. She 
explained: 
For advance directives, advanced care planning for patients who have a lot  
going on, a new diagnosis of something, a lot of co-morbidities, in the  
hospital a lot…to explain their diagnosis…They look at the whole picture,  
what do they (patient) want, does the patient want all this done…arrange  
family conferences such as when families come in from afar.  It can range  
from a new cancer diagnosis where they will go home and be independent  
but now they have advanced directives when they leave here to a terminal  
plan. Our doctors consult them pretty much…to provide comfort…help with  
whatever the patient needs.      
Contacting Palliative care is an example of how the hospital individualizes their 
approach to link optimal resources for identified needs. This example highlights the vast 
variety of services provided through Palliative Care consultation to help the older adult 
understand the effects of their illnesses, methods to control their symptoms, strategies 
for comfort, use of advance directives to plan for management of a change in health 
condition and a long term plan of care when they enter the terminal phase of their 
illness. People at all sites expressed satisfaction with the variety of available community 
resources however some shared challenges with acquisition of services and resources. 
An administrator at Hospital B elaborated on challenges with acquisition of services and 
resources. She stated,  
Can they afford them (medications), do I need to change their meds to  
make them cheaper, is it the administration time, do they forget or do I have  
the option to go to their insurance company Medicare, Medicaid and get  
authorization for a pill box that will help them remember. Usually we can get  
to the root cause: it is money, motivation. Those are the easy fixes for us.  
Making sure they have enough resources at home. The next obstacle is  
can I get a payor to pay for it…I notice a hole between what  the insurance  
company thinks is a good idea they are saving money for the moment, but  
my concern is going from acute care…and all of a sudden you are at home…it  
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is all me --is a really big step. I want people to go home and have somebody  
reinforce my education to them. But the way the payors are --patients will  
op--payment will rule if that is a good idea or not.   
These examples portray many perspectives to be considered while exploring resources 
and services to support the older adult in their care transition to home. Some resources 
would support recovery while others such as Palliative care assist the older adult who 
needs a lot of family involvement to manage lifelong symptoms of their chronic 
illnesses. Although services and resources are available the older adult may not utilize 
them due to conflicts with their insurance company’s eligibility criteria or financial 
implications. As indicated above, many older adults consider their fiscal responsibilities 
for the community services as a decision making factor.  
EHR Use in the DPP. 
          The EHR depicted as the encircling arrow in the Culture of Caring box is the 
technology used by hospitals to store patient information and support development of 
the Discharge Instructions. Many people discussed use of the EHR during the 
admission assessment activities for the DPP. The following are examples of the EHR 
supporting safety and convenient use of the system. Nurses at Hospital A described 
how they referenced the admission document in the EHR to ensure they addressed 
common risk factors for re-hospitalization during their admission assessment and how 
entering data identified as criteria for DPP into the EHR triggered an indicator to the 
social worker for initiation of the DPP: A nurse stated, 
It’s right on our admission assessment tool that we follow, there’s the question  
right on there that says where do you anticipate the patient to go after discharge,  
either to home, another facility… things that you anticipate … that triggers right to  
social services…There’s a place to check if you want social services also. 
An administrator at Hospital B described using the EHR during the admission 
assessment to link to the patient’s usual pharmacy to assess for use of medications at 
home and import the patient’s current list of home medications into the medication 
section of the Discharge Instructions document: She stated, 
If a patient cannot recall their home meds as well if they have a list  
the nurses are encouraged to go to the medication claims history at  
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their preferred pharmacy to see last refill dates on the patient’s meds  
and then review this list with patients to confirm most current meds being  
taken with last dose. Meds in the claims history can be pulled into the  
admission Med Rec…(this) flows into the Discharge Module to start the  
discharge Med Rec. 
These comments illuminate aspects of how the EHR supports the DPP in several ways. 
In the conceptual schema the tip of the arrow for Admission passing into the Culture of 
Caring indicates the EHR is used to manage information obtained during the admission 
assessments for the DPP and flowing to Discharge Instructions Development and 
connecting directly to Discharge Instructions Development. The ability of the nurse to 
research the medication history at the older adult’s preferred pharmacy is consistent 
with ONCHIT goals of access to patient information, improved information exchange 
and safety (ONCHIT, 2009; Pipersburgh, 2011). The nurse’s description of having risk 
factors for re-hospitalization incorporated into their admission assessment 
documentation elements in the EHR, automatic triggers to social services and within the 
assessment element/page the ability to immediately place a check to notify social 
services reveals their perceived usefulness of the EHR in the DPP. The nurses 
expressed additional value of the EHR when they explained how the admission 
elements function both as cues/reminders of topics to explore with the older adult and 
documentation slots for comprehensive assessment and documentation. An 
administrator at Hospital A described the use of a standardized discharge assessment 
‘page’ in the EHR that also functions as cues and documentation space for the nurses 
to address all the required content and standardized sets of disease specific patient 
education materials. She stated, “It also has a discharge assessment…basically a 
checklist so that the nurses have consistency when they are discharging…the electronic 
discharge instructions (education materials) which again are consistent because they 
are condition related.” These examples demonstrate the EHR is a tool to help the 
professionals with the DPP.  
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Discharge Module Linked to EHR. Several people explained the Discharge 
Module as both a Discharge Plan Template in a window linked to the EHR for all 
healthcare team members to contribute information and a vehicle for the 
healthcare team to communicate an anticipated discharge date and their efforts in 
the DPP. The Discharge Plan Template eventually becomes the Discharge 
Instructions printed handout given to the patient and available for the patient to 
read in their Patient Portal, electronic record in the hospital’s EHR. A social 
worker at Hospital B described how the physicians at the hospital contribute to 
the Discharge Instructions document in the Discharge Module. She expounds, 
“The doctors will automatically put the appointments in there, the diagnosis, diet 
to follow, does their discharge, puts all the information they want.” With this EHR 
resource the physician adds information recommended by CMS for the Discharge 
Instructions, individualized the instructions to the patient’s situation and then 
‘does the discharge’ by verifying the medication list and entering the 
authorization ‘order’ to discharge them from the hospital as well as ‘orders’ 
prescriptions to authorize community services included in the plan. A nurse at 
Hospital B shared how the module provides a standardized set of patient 
education information. She explained, “You go into the education edit button and 
they are here for stroke, you click all of them then when the patient is discharged 
it prints out a standard with the discharge packet (Instructions).” An 
administrator at Hospital B described additional features,  
With this Discharge Module the providers have the ability to e-scribe  
so they send electronic prescriptions to local pharmacies so that it is sent  
before the patient leaves here. They can either print it or send it electronically.  
Then the patient can pick it (medications) up on their way home. We have  
pharmacies listed here from all over the country. So with the elderly  
population, the provider could send the prescription to Rite Aid local and the  
location where the patient lives during the winter say in Florida. In the Discharge  
Module we also can do DME (durable medical equipment) prescriptions. Here  
it goes in and creates an order and it documents it in the Discharge Module, 
 it sends the prescription electronically or prints for the provider to sign, and  
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it also is flooded to the patient portal automatically. 
These examples display how the EHR supports the DPP beginning at the time of 
admission through to the Care Transition. Also for the Care Transition, the nurse prints 
the Discharge Instructions which contain education materials and gives them to the 
older adult at the time of discharge to home. Additional use of the EHR for the DPP is 
described in the sections for Discharge Instructions Development and Person Care 
Transition. Some people also described using the EHR to review patient information 
during the interdisciplinary rounds, during the nurse to nurse day/night shift handoff 
report to review the plan for support at discharge and to transmit a patient summary to 
the primary care physician after the older adult is discharged from the hospital. Thus 
hospitals are using the EHR in a variety of ways for the DPP.             
Discharge Instructions Development. 
         As depicted in the conceptual schema the Discharge Instructions Development is 
displayed as a box at the end of the arrow in the Culture of Caring indicating the 
Discharge Instructions is the individualized product (handout) of the DPP and given to 
the older adult when they transition from the hospital. People at every site described 
creating the Discharge Instructions to include the key components outlined by CMS. 
They described how this document included the Medication Reconciliation form which 
lists medications to be taken at home, identification of activities to support recovery, 
scheduling follow-up physician appointments and information about planned community 
resources. Professionals document all information obtained about the older adult, 
review information, and contribute to the development of the Discharge Instructions in 
the EHR. The dashed arrow to Community Services indicates this box represents 
entities external to the hospital and indicates the social worker/discharge planner 
communicates with community agencies about support services external to the EHR, 
usually by phone. Many people expressed a desire to be able to use the EHR system to 
communicate with community agencies to plan support services. The solid arrow from 
Culture of Caring to Person Care Transition indicates the Discharge Instructions 
document is printed from the EHR and given to the older adult at the time of discharge 
from the hospital to support their Care Transition to home. People from all sites 
described how the nurse prints the Discharge Instructions from the EHR and at the time 
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of leaving the hospital reviews it with the older adult and the family/friend who transports 
them home. This solid arrow to the Person Care Transition also represents that some or 
all of the Discharge Instructions document is posted in the hospital’s patient portal within 
the EHR. The portal is a location in the hospital EHR designed for patients to be able to 
access some aspects of their medical information stored by the hospital. People from all 
sites also explained the older adults or their designated proxy could access the patient 
portal after their care transition to review their home medication list and the patient 
education information contained in their Discharge Instructions. Some also described 
having the complete Discharge Instruction document in the patient portal. People 
mentioned their hospital offers assistance with learning how to access the portal for 
interested older adults. Thus the EHR portal functions as a support resource for the 
older adult after leaving the hospital. 
          As the conceptual schema depicts, the healthcare team collaborates with the 
older adult to identify support resources to include in the Discharge Instructions. For 
many older adults their family are key people in their lives. Social workers expressed 
how they strived to ensure the family caregiver identified by the older adult will be able 
to provide the needed assistance. Several people described efforts to work with family 
caregivers to determine available family support. An administrator at Hospital C 
described efforts to involve the family caregiver, “Our social services and discharge 
planners include the families (by) making phone calls to them including them in those 
discussions.” Many social workers and nurses also described needing to use 
Gerontology Communication Skills to guide the older adult to identify possible options 
with family, friends or neighbors. A social worker from Hospital B explained how they 
used attentive monitoring of visitors: 
We are really pretty good at getting a good grasp of people’s support  
systems-who helps them make decisions,  who sees them on a day to day  
basis, we know whether it is the neighbors or child or grandchildren—we  
see who is coming in and out to visit. 
These efforts to involve the older adult’s family are important in the DPP to develop 
individualized Discharge Instructions (Souza and Queluci, 2013). Nurses and social 
workers mentioned that many times talking with the visitors provides insights into the 
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older adult’s home situation and their informal support network. They shared how such 
conversations with visitors helped the older adult recognize continuing care needs as 
well as develop options such as a neighbor offering to provide transportation for 
physician follow-up visits or the patient recalls opportunities from their church for 
support to add to the Discharge Instructions. These efforts to involve the family and 
older adult target challenges to creating an individualized plan reported by Bull and 
Roberts (2001) and Popejoy (2011)  
          Social workers at all sites discussed having access to adequate number of 
community agencies and services to meet their patients’ needs. An administrator at 
Hospital C shared their efforts to ensure every older adult has the support they need to 
remain safely in their home. “We work very closely with all of our community 
resources… the different waiver programs, Area Office on Aging, any of those. Trying to 
make sure that the patients have what they need.” The social workers and 
administrators mentioned being able to connect patients with a community based clinic 
that offers lower cost healthcare for persons with lower income and an option for follow-
up care for patients who do not have a primary care physician. They also described 
valuable contributions of the local community based palliative care services in guiding 
older adults to manage their chronic illnesses.  
         Many people expressed efforts to craft alternate plans similar to a safety net when 
older adults firmly denied they need support resources for their care transition to home. 
They would engage the older adult by sharing concerns their care transition to home 
might be more difficult than they anticipated and ask them to consider possible options 
as a safety net if problems arise. An administrator from Hospital B explained:  
The other thing we provide is XXXXX home health, a free no fault  
assessment, so we can say let us have them come in one visit. And  
sometimes by the time they have been home 24 hours and the wheels  
are kind of starting to fall off the wagon or feel a little-different.  
Participants explained the home health care nurse visit functioned to assess the older 
adult for health problems, assess the home for safety, mobility and self-care issues and 
an opportunity to talk about life at home to determine the need for home care services. 
Many times the home assessment reveals the need for support options covered by the 
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older adult’s health insurance. These safety net options are documented by the social 
worker/discharge planner in the EHR discharge planning notes. This information would 
be available to healthcare providers after the older adult transitions to home. Thus 
potential interventions specific to the older adult are available if needed during the post 
care transition follow-up phone call or other healthcare encounters. The value of safety 
nets were highlighted by an administrator at Hospital B. She asserted, “Our really high 
risk patients we call back weekly for 30 days. When I look at our readmissions and the 
ones we telephonically communicated with—we are extremely effective when we touch 
base over those 30 days.” This comment indicates the importance of having a safety net 
option identified in the discharge plan with access via the EHR to prevent re-
hospitalization. With the weekly phone calls the healthcare professional assess the 
older adult for challenges during the care transition at home and implements safety net 
options as needed.  
Person Care Transition. 
          Returning to the conceptual schema, Care Transition is located in the box at the 
top of the schema signifying the Person enters the hospital and after time, the person 
transitions to home for recovery to optimal health. This box is connected with a solid 
arrow from the Culture of Caring signifying delivery of the Discharge Instructions 
Development to the person at the time of their Care Transition to support their recovery 
at home.  
The Care Transition involves a multitude of activities as a culmination of the effort 
in the DPP. People at all three hospitals related a variety of events occurring as part of 
the Care Transition experience. A nurse at Hospital A described the sequence of events 
in the Care Transition,  
The doctor submits the (discharge) order and the…nurse …gets all the  
discharge papers in order, involves social worker if need be and…when  
everything is done, okay your papers are ready…you have to get a lot  
of things right to make it work well. 
A nurse administrator from Hospital A described providing the older adult with education 
materials to guide safe medication management at home. She stated,  
We pull all their new meds and side effects on those and then they  
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also get a printed sheet from the computer on exactly how to take  
their meds –Like if something gets taken with food or on an empty  
stomach, they go over all the instructions of that type on the handout. 
Expanding on how the hospital prepares the patient for medication management at 
home, a nurse at Hospital A shared how the patient’s list of medications to take at home 
is created. She explained the activities,  
With the med rec the doctors see not only the home meds (identified  
at admission) but then the inpatient (current) meds and then they decide  
what to do with each one …sign it then it goes to the nurse. The nurse  
verifies that everything is correct, updates the patient’s profile and then  
prints out that list of meds to go home with. 
An administrator at Hospital B elaborated, 
The pharmacist will review the Discharge Medication Reconciliation to  
make sure every med was addressed, makes sense for the patient,  
call providers for any med dose that seems questionable or clarify if  
multiple meds on the list are for the same problem.  
A nurse at Hospital A added, “This time we schedule their appointment.” On the day of 
discharge older adults are administered the influenza and pneumococcal pneumonia 
vaccines in compliance with infection prevention standards. A nurse at Hospital C 
stated, “They get their immunizations so that’s part of our discharge so there are a 
couple of forms in there that nursing fills out to determine whether they meet criteria for 
that vaccine.” Aspects of the Care Transition continue as explained by a nurse at 
Hospital A, “The nurse gets them dressed, takes out their IV and    the nurses go over 
the discharge instructions with the patient and the patient signs it before they leave.” 
Nurses at all three sites elaborated on how at the time of discharge they reviewed the 
Discharge Instructions, education handouts and Discharge Medication Reconciliation 
form with the patient and family providing a copy of these forms to the patient. They 
described providing education handouts about the patient’s current health problem, 
ongoing chronic illnesses and the home medications. A nurse form Hospital A explained 
how she promotes medication safety while reviewing the medications with the older 
adult and their family at the time of discharge. She stated, “It’s printed right on there, it 
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says stop taking these medications and they are listed and there are certain things I will 
highlight with a highlighter, things I really want them to be aware of, especially stop 
taking something.” For all hospitals the final step of the Care Transitions was 
communication with the patient’s primary care physician. People at all three sites 
mentioned the hospital sends a Physician Summary report via the EHR to the patient’s 
primary care provider and any other physicians designated by the patient after the 
patient is discharged from the hospital. If the physician’s office is not within the 
hospital’s computer network then the hospital’s Medical Records department will fax the 
summary. For all pending reports and tests, Medical Records will send these results to 
the physician when available. The summary contains why and where patient was seen, 
presenting symptoms, diagnosis, new medications, changes prescribed in home 
medications, and pending test results.  
Challenges with EHR 
Findings revealed inconsistent adoption of the EHR by some professionals, 
challenges with using the EHR and with individualizing education materials for special 
situations. People re-counted working in a system documenting on both paper and EHR 
poses challenges during patient care processes. A nurse described the complexity 
working in a hybrid system. She stated,  
We still have physicians who do not use the electronic health record. So  
we have some physicians who are electronic and some physicians who  
aren’t. So all of our nursing processes have to be dual, we have to know  
how to do, remember which doctor is electronic, which one isn’t, now which  
process do I follow. 
Trying to review patient information to track the frequency of a symptom of a health 
problem can be challenging and time consuming. An administrator at Hospital B stated: 
When I have to dig around when I have a complaint or issues with a  
case, it is a nightmare trying to put all the pieces together because of  
this hybrid system. Trying to find it in the medical record and talk to people  
who actually laid hands on the person. And then you inevitably get up going  
to medical records and pulling the paper chart and trying to align the paper  
record with the electronic record…everything is a separate screen and every  
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day is a separate screen... it’s hard to get a whole care picture of a patient  
and that’s what I’m looking for in a system. What’s going to give me...and  
the doctor the right information to provide the right care at the right time and  
of course help us with inefficiencies…give us some time back in our day.  
A few years ago they looked to see how much of the nurse’s day  
is spent on documentation and I think if I’m correct it was like 68%  
of their day, their twelve-hour shift. 
This statement highlighted the various challenges with information management with 
using a combined paper and EHR medical record system. This combined 
documentation system has implications for workload, information management and, as 
such, access to patient information for the DPP. Their experiences are similar to 
inconveniences reported in the literature (Kargul et.al., 2013). Some people provided 
insight into more expansive problems with information management. They described 
duplicate documentation (charting the same data ie allergy in multiple places) as well as 
needing significant time and knowledge of content placement in the EHR to locate 
specific information due to the way the EHR treated each discipline as a separate entity. 
An administrator at Hospital A stated, “The system…still treats departments as silos. 
And it still does not cycle the information through the entire medical record chart which 
results in some duplicate charting.” And at the same hospital a discharge planner 
expanded on this problem by stating, “More streamlining…to me you should just be able 
to click on it and look at the whole thing right there instead of having to go to 50 tabs 
and figure out where you are at.” The statement about streamlining provides an 
example relating the ‘silo’’ effect with information storage and retrieval potentially 
compromising the DPP. When arranging for home care services a physician 
prescription is needed to authorize community service. People mentioned needing to 
obtain a written paper prescription for the community service agency although the 
hospital used an electronic process for prescriptions to authorize medications and 
diagnostic tests for inpatient care. This can compromise the timing of the DPP if the 
physician is in their office unable to be at the hospital until a later time. 
Obstacles with individualizing printed patient education materials for the patient 
to be able to read as a resource at home. People described being able to print the 
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medication education handouts in the patient’s preferred language to optimize 
individualizing the materials but they were not able to change the language on the 
disease education materials thus would need a translator. They also were not able to 
adjust the size of print font for patients with vision impairments. People also described 
psychosocial concerns. They expressed feeling disconnected from the patient related to 
not having eye contact for nonverbal cues by needing to stand in the corner of the room 
to document in the EHR while they conduct their regular interviews. An administrator at 
Hospital A stated, “Everybody is charting now on the computer. I know a lot of times 
patients would say, ‘are you ever going to look at me.’ I hope someday we make the 
change to be more interactive again with our patients.”  Concerns about changes in 
communication associated with use of a non-mobile EHR device relate potential 
psychosocial effects on the older adult. This computer is a novel innovation for this 
generation. People expressed concern that many older adults tend not to have interest 
in using a computer such as to access their information in the patient portal and 
perceived that older adults prefer face to face discussions for building relationships and 
trust in their providers. These examples portray a variety of challenges identified 
through this research study.  
Older Adults 
Throughout the interviews, people spoke a lot about characteristics of the older 
adults they interact with for the DPP. They described intense determination to return to 
home to continue living independently, lack of awareness of the importance to continue 
performing ADLs as able during the hospital stay, lack of understanding of options for 
support to assist them at home, concern to avoid unnecessary financial expenditure 
such as to pay for home care, disinterest in accessing their patient portal and lack 
information seeking behaviors. They discussed seeing a large number of older adults in 
their 80s and 90s with a high level of wellness who were participating in their care 
demonstrating little if any needs for support for their care transition. These observations 
validate that triggers to initiate the DPP should not be age dependent. 
People related a variety of insights contributing to older adults with functional 
deficits refusing home care services. Many participants described the older adults as 
“prideful people” who have worked very hard to achieve their economic status, home 
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and independence and so are striving to maintain this self-image. Participants perceived 
the older adults refused home care because it indicates loss of independence and they 
are embarrassed that their house is not the usual quality of appearance. Thus 
healthcare professionals need to reflect on these perspectives as they intervene with 
older adults to determine person centered motivators, barriers and goals for the DPP. 
Additionally at the time of admission, older adults as most consumers would benefit 
from ‘orientation to the healthcare delivery system’ explanation of the type of 
interventions to expect, common challenges with care transitions back to home and 
available options for support services.  
Summary 
          In summary the Culture of Caring is where the DPP takes place as an integrated 
cyclical complex process involving a variety of professionals, multifaceted needs 
identification, the older adult, their family and use of the EHR. This cycle is the ‘how’ of 
the DPP which integrates the features discussed in the national models, the ‘what’. The 
Culture of Caring operationalizes a comprehensive individualized approach with the 
older adults and their family for development of an individualized plan for support along 
with ongoing preparation of the older adult throughout their length of stay. The use of 
daily interdisciplinary rounds and the frequent encounters of professionals with the older 
adult to address their needs and ongoing care affirms the DPP is more like a cyclical 
process rather than linear by adjusting the plan for services in response to the decisions 
of the older adult and their family. This cyclical process is depicted in the conceptual 
schema with the encircling arrow in the Culture of Caring connecting Needs 
Identification, frequent encounters and Interdisciplinary Collaboration and Coordination 
to the Discharge Instructions Development. Findings also reveal multiple aspects of 
usefulness of the EHR in the DPP. In addition, challenges with using the EHR impact 
the DPP, a core patient care process, as well as communication among professionals 
and with the older adult. 
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Chapter Five 
Discussion  
 
         Although research on re-hospitalization has contributed to understanding of 
problems experienced by the older adult after their care transition to home and factors 
contributing to re-hospitalization, there have been few that have explored exactly how 
the discharge process works. Studies using national models of discharge planning have 
addressed the role of the nurse discharge advocate or coach, use of patient activation, 
content in the discharge instructions and use of post-discharge interventions such as 
home visits and phone visits for care coordination and continued education (Naylor 
et.al, 1994; Coleman et.al. 2004, Parry & Coleman, 2010). In their comparison of 
several national models for care transition Enderlin, et.al., (2013) noted patient centered 
care, medication reconciliation, printed discharge instructions, communication among 
health professionals and health education with the patient and their family as common 
components in six current models of care transition: Transitional Care Model, Care 
Transitions Intervention, Better Outcomes for Older Adults Through Safe Transitions, 
Project Re-engineered Discharge (RED), Chronic Care Model and INTEERACT.  
           As argued in this dissertation, despite the use of several national models, the 
current literature on hospital discharge care transition has gaps in research in four key 
areas. First is a description of the process for developing the comprehensive discharge 
instructions inclusive of the plan for community services. Second is methods for 
determining the continuing care needs of older adults and resources to support the 
older adult’s care transition. Third, research studies relate the importance of preparing 
the older adult for their care transition. Literature describes older adults and their family 
raising concerns for not feeling informed about their medications and illness, being 
informed about what to expect after transitioning to home and what they need to do for 
certain possible situations. Descriptions of transitional care involved a gerontology 
advanced practice nurse (APN) assessing the patient and family within 48 hours of 
admission, in hospital visits every 48 hours to plan discharge preparations, APN 
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consultation to patient and family available by phone daily and home visits for education 
and counseling (Naylor, Bowles & Brooten, 2000; Naylor,2000). Project Red has similar 
interventions but without home visits (Jack et al., 2009). Another model, Transitional 
Care Intervention, involves a transition coach meeting with the patient and family prior 
to discharge to clarify the discharge plan with post care transition home and phone visits 
for health management education (Coleman et al., 2004). Yet the literature is lacking 
information about the processes for achieving this preparation of the older adult for their 
care transition to home. The fourth key area is multidisciplinary collaboration. 
Collaboration with the health team is mentioned as part of role of the APRN and nurse 
advocate in the Care Transition Model (Naylor et al., 2000; Naylor, 2000) and with 
Project Red (Jack et al., 2009) however the descriptions for this are broad. 
           This qualitative study of the DPP in three hospitals involved semi structured 
interviews with administrators who supervised the DPP and focus group discussions 
with social workers, discharge planners and bedside nurses actively involved in the 
DPP with older adults. The sample consisted of hospitals with low rehospitalization 
rates, high patient satisfaction scores and received incentive money from CMS for use 
of the EHR in patient care processes. Therefore the findings in this study speak to how 
these three hospitals may have averted rehospitalization through their discharge 
planning process. 
          The rich details about the DPP obtained in this research study revealed the 
complexity of ‘how’ to conduct the DPP and ‘how’ to craft safety nets supporting care 
coordination after care transition to home. This study contributes knowledge on how to 
integrate the process for preparing older adults for their care transition to home into the 
healthcare professionals’ workflow, how to create a culture of caring within the hospital 
to support individualized discharge planning through the use of gerontology 
communication skills, interdisciplinary collaboration and mechanisms for post discharge 
care coordination beyond what the national models describe. 
          This study shed light on the multiple components of the DPP, perception of the 
DPP as a continuous cycle with everyone who encounters the older adult able to 
contribute indicators of needs, the combined use of gerontology communication with a 
culture of caring to engage older adults to plan for adaptations needed in their first 
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weeks at home, multifactorial needs identification approaches consistent with 
recommendations in the literature to reduce avoidable re-hospitalizations (Walraven 
et.al., 2011; Jack et.al., 2009).  
           
Adaptations of national models for discharge planning 
           Findings in this study agree with several concepts within the Transitional Care 
Model (TCM), Care Transition Intervention (CTI), and Project Red models indicating 
some consistencies (Naylor et al., 2000; Naylor, 2000, Coleman, 2004; Jack et al., 
2009). Similar to national models, education of the older adult, involvement of the 
family, discharge planner, collaboration and care coordination are important 
components. In the national models these components are achieved through one 
designated person. With the Transitional Care Model a gerontology advanced practice 
nurse (APRN) conducts the discharge planning involving the older adult and their family, 
provides education and follows up with the older adult after the care transition. Similarly 
in Project Red a nurse advocate performs these actions and with CTI the Transitional 
Coach reviews the discharge plan with the older adult prior to their care transition but 
does not develop the plan and then follows up after care transition with a focus on 
empowering the older adult to self-.manage their condition. In contrast the findings 
demonstrate how the hospital used a collaborative team approach and features of the 
EHR to implement these components.  
Education of the older adult.  
Findings in this study describe nurses frequently educating the older adult over 
the day throughout the length of stay which is more frequent than described for the 
national models. In CTI the transition coach provides education once in the hospital and 
during home and phone visits for several weeks post discharge from the hospital. In the 
Care Transition Model, a nurse advocate and Project Red a Gerontology APRN 
provides daily education and home follow-up. Findings revealed an integrated approach 
with the nurses utilizing medication administration interactions as teachable moments to 
educate the older adult about the medications and any medication specific 
circumstances to facilitate medication self-management and evaluate for potential 
discharge plan needs. The nurses also integrated teachable moments with ADLs such 
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as nutrition management when assisting the older adult with their menu choices for 
hospital meals and other activities for illness education creating a progressive yet 
compressive learning experiences to prepare the older adult for their care transition. 
This education pattern of repetitive intermittent learning encounters supports older 
adults’ learning style needs related to aging associated challenges with working 
memory and information processing. 
Discharge planner. 
This study contributes to a greater understanding of how the social worker and 
nurse contribute to the DPP. In this study the social worker and the nurses providing 
direct patient care work with the older adult and their family to identify needs, support 
resources and goals. While in the national models the nurse advocate or APRN develop 
the plan in collaboration with the health team, patient and family. For CTI the hospital 
discharge planner develops the discharge plan and the Transition Coach reviews the 
discharge plan with the older adult and their family during their pre-discharge meeting. 
Interdisciplinary Collaboration. 
In this study and national models, team collaboration is an important component. 
However little information is provided about the disciplines involved with team 
collaboration in the national models nor how they facilitated collaboration. Findings in 
this study reveal how to facilitate multidisciplinary collaboration utilizing both 
synchronous and asynchronous strategies concurrently. The strategies form an 
integrated approach to support identification of the older adults needs for support during 
their care transition to home, development of the discharge plan supporting recovery at 
home and development of the discharge instructions document. Two methods of 
synchronous interdisciplinary collaboration are implemented. On a unit level with the 
social worker located on the nursing unit most of the daytime, the nurse, physician and 
social worker discuss issues informally as situations are identified and involve the 
patient and family as available. The second method is daily multidisciplinary rounds in 
which all healthcare disciplines summarize their evaluation of the progress of each 
patient inclusive of perceived needs, and revise the plan of care and discharge plan as 
needed. With a multidisciplinary team approach, multiple perspectives for example from 
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the dietician, pharmacist, physical and respiratory therapists have the potential to 
contribute to early interventions such adaptations to support the older adult’s financial 
ability to access medications and the development of an individualized discharge plan 
for ADL and IADL support resources. Asynchronously the multiple disciplines contribute 
to the discharge instructions document in the EHR, update the team white board, 
intervene with the patient and family as appropriate and enter notes in their section of 
the EHR for comprehensive individualized support for recovery both during the hospital 
stay and through the care transition. With the healthcare professionals’ notes in the 
EHR, that information is available to the hospital healthcare team members and 
community based healthcare providers who are connected to the hospital’s EHR 
system. Thus the patient’s primary care provider who may not make hospital visits can 
access the notes in the EHR for example as part of the older adult’s next visit with that 
physician to be informed of issues and options discussed with the older adult to support 
recovery at home. Thus facilitating interdisciplinary collaboration both in the hospital and 
in the community.   
Care Coordination.  
There is consistency between the findings in this study and national modules for 
provision of phone contact information, conducting phone call visits with the older adult 
within the first week of their care transition to home and actual home visits. Variations 
between the national models and this study findings are the number of phone visits and 
the focus of the home visits. In all situations the older adult has a phone number to call 
for any concerns. In the national models this contact phone number is their discharge 
planner, nurse advocate or Gerontology APRN or Transition Coach specific to the 
model. For this study the contact phone number is the social worker on-call contact 
information and their physician’s contact number. Thus in the national model the contact 
person is familiar to the older adult. Nevertheless in this study the contact person may 
or may not be familiar to the older adult however the social worker will have access to 
information in the EHR during the phone conversation to be able to individualize the 
discussion, review the discharge instructions noting support resources and review the 
safety net options identified with the older adult. The frequency of phone visits vary from 
82 
 
weekly for a month in this study to weekly or more often as needed for two months in 
the national models.  
On the contrary, home visits occur with the national models beginning the first 
week to support self-health management and care coordination with frequency varying 
based on need. On the other hand in this study, a home visit may be scheduled for high 
risk older adults to assess their response to the care transition and the home situation 
for concerns if the patient assents. 
In addition this study introduces the idea of safety net interventions, offers 
insights for the development of safety net interventions recorded in the EHR and 
specific to the older adult and their family situation. These safety net interventions are 
designed as options if the older adult or family have concerns or problems occur. They 
are primarily constructed in situations where the health team identified concerns yet the 
older adult refused support at home. These safety net interventions are the result of the 
social worker’s in-depth discussion with the older adult about possible challenges during 
their care transition to home and acknowledgement of optional interventions acceptable 
to the older adult.  
In summary the consistencies among this study and the national models in the 
DPP are associated with interventions provided, the “what” of the DPP. This study 
diverges from the national models through a clear process, the “how” of the DPP. 
Essentially the “how” is the process for identification of key steps, use of ongoing 
cyclical interdisciplinary approach to needs identification in a culture of caring using 
gerontology communication skills. The study reveals a designated timeline for the 
initiation of the DPP in contrast to a broad timeline in the national models, generally the 
first 24 hours noted in publications about the national models. This study adds to the 
knowledge available through the national models. It contributes a new interdisciplinary 
gerontology focused approach to the DPP and offers a foundation for a consistent 
individualized process to discharge planning, the “how”. 
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Components of the DPP 
           Findings revealed a comprehensive organized individualized process in a culture 
of caring using gerontology communication skills. Consistent with the BPR framework 
analysis of the opulent descriptions of the DPP obtained at all three hospitals resulted in 
development of the conceptual schema. The conceptual schema fills gaps in knowledge 
displaying the eight categories of the DPP relating the “how” of the DPP. As depicted in 
the schema, the Admission assessment initiates the DPP linking to Needs Identification 
in the Culture of Caring using Gerontology Communication Skills interconnecting with 
Interdisciplinary Collaboration and Coordination as a cyclical ongoing process that links 
to Community Services and Development of Discharge Instructions then connected with 
an arrow indicating transmittal to the Person at Care Transition.  The interrelatedness of 
the components indicates the development of the Discharge Instructions is an evolving 
activity facilitated by interdisciplinary collaboration, the older adult’s decisions and 
availability of their support network. 
          The findings in this study demonstrate the importance of the Admission 
Assessment as the trigger initiating the DPP and how to initiate needs assessment at 
the time of admission. All of these components support the older adult’s care transition 
to home through addressing the common factors associated with risk factors for 
rehospitalization, development of discharge instructions congruent with the CMS 
guidelines, and adaptation of the planning process to the individual older adult.  
Implications for needs assessment.  
         Lough (1996) and Jacelon (2004) report that older adults many times do not 
realize until after being home for a few days they will need assistance the first weeks of 
their care transition to home substantiates a broad sweeping approach to assessment 
of needs for support. The detailed exploration of Needs Identification of the older adult 
ascertained multifaceted approaches beginning with the Admission assessments 
conducted within the Culture of Caring environment using Gerontology Communication 
Skills, frequent encounters with professionals to discuss potential challenges at home 
and recurrent patient education interventions as ongoing cyclical activities by 
professionals embedded in a Culture of Caring linked with Interdisciplinary Collaboration 
and Coordination. The conceptual schema displays the Admission of the patient as the 
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tip of an arrow piercing into the Culture of Caring representing the admission 
assessment data are the Needs Identification as beginning with the admission 
assessment ongoing through holistic assessments, consistent use of Gerontology 
Communication Skills and expectation for every employee to support the Culture of 
Caring. Participants explained employees learn their responsibility for communication 
with the patients and channels to relay information shared by the patient through new 
employee orientation and sustained through role modeling by hospital leadership. 
Administrators emphasized the importance of their visibility in the patient care areas, 
mentoring and the collaborative work environment.  
Planning for the Care Transition.  
           This study revealed multiple levels of planning for the care transition: individual, 
family and hospital system. At the individual level participants discussed focused 
discussions of observed needs with the older adult for support services and resources 
at home. In the literature many older adults do not perceive themselves as being weak 
or having ADL challenges that could impact their recovery at home. Yet this persistent 
denial of mobility difficulties and refusal for support at home is a leading factor in 
rehospitalization (Coffey & McCarthy, 2013; Park et.al., 2013). This study revealed 
another individual level planning strategy, the inclusion of safety net plans when older 
adults do not accent to having support at home. Participants acclaimed the safety net 
plans make a huge impact on their rehospitalization rates. For the family level, activities 
include contacting the family caregiver for input and inclusion in the discharge plan. 
Then on the hospital system level all professionals participate in Interdisciplinary 
Collaboration and Coordination activities Findings revealed innovative methods for 
creation of a Culture of Caring and Interdisciplinary Collaboration within the hospital and 
among community agencies to support care coordination after going home and 
avoidance of rehospitalization.  
In summary, this schema relates the dynamic communication of the multiple 
disciplines with detailed descriptions of strategies supporting Interdisciplinary 
Collaboration. The national models mention the discharge advocate/gerontology nurse 
talking with the healthcare team without clarifying which disciplines are the team. This 
study reveals the intricate responsibilities of the discharge planner/social worker and the 
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bedside nurse in all aspects of the DPP and how they fulfill these responsibilities. The 
findings also relate how all clinical disciplines contribute to the DPP through 
interdisciplinary Collaboration and Coordination noting the contribution of physical 
therapy in Needs Identification for patients with ADL deficits at admission, pharmacist 
participation in medication reconciliation and patient access to their medications in the 
Discharge Instructions. 
Engaging the older adult in the DPP. 
           This study revealed a triad approach with the older adult to engage them in 
planning for their care transition to home. The conceptual schema relates the 
importance of the Culture of Caring with the use of Gerontology Communication Skills 
and frequent encounters with professionals to engage older adults in the DPP and 
facilitate needs identification. These results add new knowledge on methods for 
healthcare professionals to help older adults with decision making in the DPP and 
implementation of Discharge Instructions after transitioning to home.  
Individualized education and discussion of their discharge plan for support 
provided throughout the hospital stay and summarized with the older adult and their 
family at Care Transition are integral for adherence to the Discharge Instructions. This 
education involves frequent encounters over the day with the bedside nurse providing 
education on medications, their current health condition and feedback about their 
participation in their care. The literature relates concerns from older adults and their 
family about managing medications at home and understanding their health condition. 
By providing education on their medications with every administration of the medication 
the older adult gains insight into the time frame for the medication as well as 
understanding the medication, safety aspects and time for the nurse to evaluate the 
patient’s readiness to manage their medications. Similarly frequent brief education 
discussions about managing their health condition during care provision fosters learning 
and evaluation that is important for needs identification in the DPP as well as 
empowering the older adult to manage their care at home.  
The second element in this triad is the importance for the use of Gerontology 
Communication Skills throughout the hospital stay to understand the older adult’s 
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perception of their health, their goals and concerns. As reported by McLaughlin & 
Mayhorn (2012) and Nussbaum (2010) ongoing communication enables the older adult 
patients to acknowledge their challenges and discuss options for support during their 
recovery at home. This consistent use of Gerontology Communication Skills supports 
quality communication with older adults (Delgado-Guay, De La Cruz & Epner, 2013) 
and provides a foundation for appropriate decision making for support at home.  
The third element is frequent encounters over the day by professionals and staff 
with the older adult fostered deep reflection and sharing of concerns. Findings revealed 
different professionals acquire different information from the older adult during their 
encounters. Participants explained that the physician, social worker and 
charge/resource nurse usually visit the patient at some time during the day to discuss 
their health situation and the discharge plan. These encounters are important for 
several aspects of the DPP. Professionals evaluate the older adult’s health status, 
engage the older adult in planning for their care transition and support adherence to the 
Discharge Instructions. This emphasis on using Gerontology Communication Skills 
operationalizes Nussbaum and Fisher’s (2009) recommendations for awareness of 
variations within intergenerational communication and age-related changes affecting 
communication. 
Electronic Health Record: Both Useful and Disruptive 
          This study also contributed new knowledge on characteristics of the EHR 
perceived to be useful in the DPP. These features support identification of discharge 
needs at Admission, Interdisciplinary Collaboration for development of an evolving 
Discharge Instructions document, and Medication Reconciliation with home medication 
list and consistency of patient education. These areas of perceived usefulness are 
important for two reasons. The first reason is these areas coincide with the intentions of 
the HITECH Act for the EHR to improve healthcare processes (ONCHIT, 2009; 
Pipersburgh, 2011). Second, these areas of perceived usefulness support the goals of 
DHHS mandate for implementation of the EHR to facilitate quality patient care 
outcomes (ONCHIT, 2014). 
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Conclusion 
 Through the Business Process Reengineering management strategy the 
conceptual schema for the DPP was crafted with themes that emerged from this study. 
Findings are consistent with several aspects in national models of care transitions, the 
‘what’, of helping older adults plan for their care transition to home. This study also 
extends knowledge on assisting older adults to prepare for their care transition by 
revealing the ‘how’ to assist older adults to prepare for their care transition. In addition 
findings add new knowledge about how social workers and nurses support the older 
adult in the discharge planning process, to identify older adults’ needs for support 
through a Culture of Caring with use of Gerontology Communication Skills and to use 
multiple strategies for interdisciplinary collaboration. This research study also introduces 
the idea of crafting individualized safety net interventions for problems that have the 
potential to occur.  
 The conceptual schema, Culture of Caring: The Synergy for Discharge Planning 
with Older Adults, demonstrates the DPP beginning at Admission within a Culture of 
Caring using Gerontology Communication Skills through frequent encounters of staff 
and healthcare providers with the older adults linking with Interdisciplinary Collaboration 
and Coordination to identify their needs for support and develop the Discharge 
Instructions for their Care Transition. This schema relates the DPP as a continuous 
cyclical process intertwining the how and the what in discharge planning for care 
transitions to home. 
Implications for Practice 
Findings in this study have implications for practice in several arenas. Advocates 
of older adults could use the findings to lobby for enhanced opportunities for 
engagement of patients and their families, widespread implementation of a Culture of 
Caring with use of Gerontology Communication Skills as well as for resources to 
support implementation of other components of the DPP. As described above hospital 
administrators could consider implementing the Culture of Caring with Gerontology 
Communication Skills to enhance their DPP. This study illuminates the important 
contributions of Gerontology Communication Skills, a Culture of Caring, starting the 
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DPP at Admission and Interdisciplinary Collaboration and Coordination in the DPP. 
Furthermore this study introduces the idea of crafting safety net interventions for older 
adults with high risk for rehospitalization as part of the DPP.  
For the EHR, the descriptions of the interactive functions of the Discharge 
Module and EHR provides important insights to hospital informatics specialists and 
administrators as well as EHR vendors. This online discharge instructions document in 
a separate tab with full access and editing by all professional disciplines can be viewed 
as an example of an opportunity for improved information technology supporting the 
DPP. Hospital administrators could use information in this study to revise their DPP, to 
evaluate their EHR system and explore opportunities in their healthcare system. EHR 
vendors could use this information to further develop EHR systems that fully support the 
DPP as well as other patient care processes. Findings in this study also provide 
significant contributions to the understanding of the DPP, a core patient care process 
with implications for hospitals to avert avoidable rehospitalization events and fiscal 
consequences. 
Limitations of Study      
          Although findings in this exploratory study of the DPP for older adults receiving 
healthcare in small hospitals transitioning to their home contributes to the gaps in the 
literature, there are limitations. Because the study used a small purposive sample 
consisting of three small acute care hospitals, the study results are not generalizable. 
Study methods and findings are described in depth for hospital administrators to 
determine the potential that findings may be transferable to their setting. However, 
controlling for study locations in the state of Ohio facilitated continuity in health care 
policy on CMS reimbursement to hospitals. Use of CMS data bases for eligibility criteria, 
a national standardized data set, targeting hospitals with low rehospitalization rates 
coincided with the research questions. This also enhanced clarity and continuity of 
participant recruitment to facilitate transparency. Dissemination will ultimately need to 
include detailed descriptions of contexts and data collection methods, as well as 
discussions of findings in narrative form that enable readers to determine transferability 
to their own settings (Stringer, 2007). 
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          Since study locations involved small hospital settings their challenges may differ 
from settings associated with larger hospitals which may have a more diverse 
geographic and socioeconomic service area. With the research questions focused to 
obtain a detailed description of the hospitals’ DPP, data were collected from hospital 
staff responsible for the DPP to obtain detailed descriptions of the DPP, how staff 
approached the older adult to assist them to plan for their transition from the hospital to 
home and how the staff described use of the EHR within the DPP. Another limitation is 
related to having a single researcher conduct both the data collection and analysis. Both 
thick descriptive details and member check demonstrate credibility of the findings 
(Creswell, 2013). Participants from each site reviewed the aggregate findings from their 
site providing feedback affirming the interpretation of the data was consistent with their 
perceptions. 
Future Work 
          As discussed earlier the prevalence of avoidable rehospitalization of older adults 
who transition to home implies challenges with the DPP. Therefore for this study small 
hospitals with rehospitalization rates less than the national average were recruited. 
Continued study of the DPP is needed to understand how hospitals prepare older adults 
to transition home. There are numerous perspectives that may influence the process 
used in hospitals to assist older adults with their care transition to home and that 
influence the older adult’s experiences after their care transition to home. Since 
problems that develop after care transition to home have been studied independent 
from the DPP utilized (Alper, et.al, 2014, Bowles et.al, 2009, Jacelon, 2004, Angel et al., 
2000), future research should explore older adults’ care transition to home along with 
the Discharge Instructions given them and the DPP utilized for them. It is critical that the 
DPP be further explored and to expand to other geographic locations and sized 
hospitals. Thus an expanded exploration of the use of Gerontology Communication 
Skills, Culture of Caring and Interdisciplinary Collaboration as an integral aspect of 
engaging older adults in the DPP is needed. Therefore, future research should be 
aimed at expanding the study of the DPP into other geographic regions, hospitals of all 
sizes and examining the DPP, discharge plan and outcomes of the older adult after their 
care transition.  
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Appendix A. Miami University IRB Approval Document 
  
OFFICE FOR THE ADVANCEMENT OF 
RESEARCH AND SCHOLARSHIP (OARS) 
Institutional Review Board for 
Human Subjects Research 
102 Roudebush Hall 
Oxford, OH 45056 
513-529-3600 
 
 
Date: 5-Jun-2014 
 
To: Carol Bashford 
 
From: Dr. Neal H. Sullivan 
 
For the Miami Institutional Review Board for Human Subjects research 
 
RE: EXPLORATION OF THE DISCHARGE PLANNING PROCESS FOR 
HOSPITALIZED OLDER ADULTS TRANSITIONING TO HOME AND THE PERCEIVED 
USEFULNESS OF THE ELECTRONIC HEALTH RECORD 
 
Thank you for submitting the application referenced above to the Institutional Review 
Board (IRB). 
The board has reviewed and approved your proposal through the regulatory Expedited 
Review procedure. 
 
Your protocol approval number is: 00776r 
Approval of this project is in effect until: 4-Jun-15 
 
If you complete your project before the date listed above, please send an email 
message indicating so to humansubjects@muohio.edu and we will close your file. 
Regulations require periodic review of all ongoing human subjects research projects. If 
your project will continue beyond the approval date shown above, you will need to 
submit an Application for Continuing Review and status update for review before the 
expiration date. 
 
Please submit your next application for continuing review by: 10-May-15 
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Should you wish to change your procedures relating to the use of human subjects or 
personnel having access to the data, you must obtain approval from the IRB prior to 
instituting any changes. On behalf of the committee and the University, I thank you for 
your efforts to conduct your research in compliance with the federal regulations that 
have been established for the protection of human subjects. Thank you for your 
attention to this matter, and best wishes for the success of your project. 
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Appendix B. Hospital Recruitment Letter 
        
Vice President of Nursing 
XXX Hospital 
XXX, Ohio 
 
Hello,   
My name is Carol Bashford.  I am an Associate Professor in Nursing at Miami 
University, Hamilton, Ohio, a PhD student in gerontology, and have several years of 
experience as a staff RN, Clinical Nurse Specialist, and clinical instructor.  I am writing 
to obtain your permission to conduct my dissertation research project in your hospital.  
The study will explore the discharge planning process for hospitalized older adults 
transitioning to home.  I am seeking to gain an in-depth understanding of the discharge 
planning process and features of the Electronic Health Record (EHR) supporting the 
discharge planning process.  This research study is approved by the Miami University 
Institutional Review Board approval # 00776r and follows a preliminary study I 
conducted at McCullough Hyde Memorial Hospital in Oxford, Ohio where Pam Collins is 
the Vice President-Chief Patient Services Officer.  
As you know, the discharge planning process is a critical and extremely complex aspect 
of patient centered-care.  I believe this project has the potential to illuminate 
opportunities in the discharge planning process and the emerging EHR technology to 
identify key components that will contribute to the reduction of rehospitalization rates 
and enhance the older adult’s readiness for recovery at home.  I plan to collect data 
through semi-structured interviews with key persons supervising the discharge planning 
process and focus groups with discharge planners and bedside nurses.  I hope you will 
contact me within the week to talk about conducting my research project at your 
hospital.  If you have further questions about the study, please contact me, Carol 
Bashford at cell phone 513-382-6231, or bashfoc@miamioh.edu  email.  If you have 
questions about your rights as a research participant, please call the Office of 
Advancement of Research and Scholarship at 529-3600 or email: 
humansubjects@miamioh.edu 
Sincerely, 
 
Carol Bashford, RN, PhDc, MS, CNS-BC 
email:  bashfoc@miamioh.edu 
Phone:  513-382-6231  
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Appendix C. Participant Recruitment Letter 
     
 
Hello,   
My name is Carol Bashford. I am inviting you to participate in my research study:  
Exploration of the discharge planning process for hospitalized older adults transitioning 
to home and the perceived usefulness of the electronic health record [Miami University 
IRB approval # 00776r].  I am seeking to gain an in-depth understanding of the 
discharge planning process and how features of the Electronic Health Record (EHR) 
support the discharge planning process.  I believe your knowledge about discharge 
planning, patient care and the hospital’s EHR system will provide significant information 
about the discharge planning process. I am an Associate Professor in Nursing at Miami 
University, Hamilton, Ohio, and have several years of experience as a staff RN, Clinical 
Nurse Specialist, and clinical instructor.   
Your participation is voluntary and you may decline to discuss any question or choose 
to end the interview at any time.  Results of this study will be reported as aggregate 
findings to provide anonymity for all participants.  You will not be asked to do anything 
that exposes you to risks beyond those of everyday life. The benefit of the study, 
scientifically, is it will help advance knowledge on the discharge planning process and 
how the EHR can support the discharge planning process.  If you have further questions 
about the study, please contact me, Carol Bashford at cell phone 513-382-6231, or 
bashfoc@miamioh.edu  email.  If you have questions about your rights as a research 
participant, please call the Office of Advancement of Research and Scholarship at 529-
3600 or email: humansubjects@miamioh.edu 
I would like to schedule the interview with you for ___, 2014.  I anticipate our 
conversation will take about 60 minutes.  Please respond to this invitation via email 
[bashfoc@miamioh.edu]  by Date ____ and Time ______.   
 
Thank you for your time,  
 
Carol Bashford, RN, PhDc, MS, CNS-BC 
Email:  bashfoc@miamioh.edu 
Cell Phone:  513-382-6231  
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Appendix D. Focus Group Recruitment Flyer 
 
NURSES NEEDED  
Focus Group: How do you help older 
adults prepare for going home? 
1200-1245 Wednesday, Aug-6  
____________________Conference Room 
 
Interested volunteers contact: Carol Bashford, 
bashfoc@miamioh.edu 
 
 
 
Carol Bashford, RN (bashfoc@miamioh.edu):  dissertation research on 
discharge planning for older adults going to their home, Miami University 
IRB #00776r     
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Appendix E. Interview Guide  
Hello (name),  
I appreciate you taking this time to meet with me. My name is Carol Bashford. I am 
conducting this research study for my dissertation toward earning a PhD in Gerontology. 
I am an Associate Professor in Nursing at Miami University, Hamilton, Ohio, and have 
several years of experience as a staff RN and Clinical Nurse Specialist. I am conducting 
a research project about the discharge planning process for the purpose to develop a 
model of the discharge planning process for hospitalized older adults going home and 
how the EHR supports the discharge planning process [Miami University IRB approval # 
00776r].   
Your participation is voluntary 
Review Consent Form 
Assent to audio record 
Questions: 
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Appendix F. Focus Group Protocol 
1. Introduction: participant first names only, greetings 
2. Everyone here was invited because you are recognized as experts in discharge 
planning 
3. Explain purpose of the session:  to gain an in-depth understanding about the 
Discharge Planning Process for hospitalized older adults being discharged to 
home [not to an extended care facility] beginning with when/how a patient is 
identified and the discharge planning process is initiated to the time the older 
adult is discharged home, and how the EHR supports this process.   
4. Comments will be recorded by methods to protect anonymity of all participants.  
An audio recorder will be used to record the discussion so I can obtain every 
detail about the discharge planning process.     
5. Data will be reported as aggregate data.  In about a month after this discussion I 
plan to have a gathering of everyone here to share the summarized findings and 
draft model of discharge planning to ensure the findings accurately represent the 
discharge planning process.  At that time each participant will have the 
opportunity to comment on the findings. 
6. Review consent form 
7. Ground rules:  Everyone’s information is extremely important, thus I would like to 
provide opportunities for everyone to contribute.  I will pose a question to the 
group, anyone may begin the discussion.  Participation is not required, and 
anyone may withdraw/leave at any time.   
8. Everyone here is ready so I will start the recorder and we will begin discussion. 
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Appendix G. Consent to Participate 
 
 
You are invited to participate in a study of the discharge planning process for 
hospitalized older adults who will return to home/living in the community upon leaving 
the hospital, and how the EHR supports this process [Miami University IRB approval # 
00776r].  I will ask you open ended questions to stimulate discussion about the 
discharge planning process and the use of the EHR.  Questions and responses will be 
recorded on an audio recorder and as brief notes written by myself.  Your answers will 
be kept anonymous, as no names will be written in the notes nor included in the 
recorder.  All transcripts will be locked in a cabinet at Miami University.  Only findings 
based on the aggregate data will be in reports of this study.  In the records, your name 
will not be associated with the data.  This session should take approximately 60 to 90 
minutes.  Your participation is voluntary and you may withdraw from the session at any 
time or decline to answer any questions.  You will not be asked to do anything that 
exposes you to risks beyond those of everyday life.  The benefit of the study, 
scientifically, is it will contribute to the knowledge about the discharge planning process 
for hospitalized older adults who will return to home/living in the community upon 
leaving the hospital, and the use of the EHR for discharge planning.  . 
If you have further questions about the study, please contact me, Carol Bashford at cell 
phone 513-382-6231, or bashfoc@miamioh.edu  email.  If you have questions about 
your rights as a research participant, please call the Office of Advancement of Research 
and Scholarship at 529-3600 or email: humansubjects@miamioh.edu. 
Thank you for your participation. I am grateful for your help and hope that this will be an 
interesting session for you. You may keep this portion of the page.  
 
I agree to participate in the study of the discharge planning process for hospitalized 
older adults who will return to home/living in the community upon leaving the hospital, 
and how the EHR supports this process.  I understand my participation is voluntary and 
that my name will not be associated with my responses.  By signing below, I 
acknowledge that I am 18 years or older.   
Participant’s signature ___________________________________Date: __________  
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Appendix H. Interview and Focus Group Questions 
Director of Patient Care Services:   
1. Would you describe key aspects of the discharge planning process that you 
believe contribute to the low readmission rate of your hospital? 
NICHE       Gty Certified RNs     AAA protocol site   Floating CN      
 
 
2. Describe the DPP for older adults going home or living with a relative 
 
 
3. How satisfied are you with the DPP? 
 
4. How helpful is the EHR in the DPP?  What features of the EHR support the 
discharge planning process (DPP) 
 
5. What are the common factors associated with older adults who are re-admitted? 
 
6. What is the average LOS for older adults? 
 
 
7. What EHR system do you use? 
 
 
8. What features of the EHR support the discharge planning process (DPP) 
 
9. How is discharge planning incorporated into the staff nurses’ work load 
 
 
10. What policies and resources are used to support/motivate avoidance of the 
“surprise discharge”? 
 
11. How are the Primary Care Physicians informed about the patients’ Discharge 
Plan/instructions and current hospital situation? 
 
12. If you could create the perfect discharge planning process, what would that 
entail?    
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Informatics Specialist 
 
1. How does the EHR support the discharge planning process for older adults who 
will transition to home at discharge? 
 
2. How does the discharge planner obtain current patient information and 
information from past hospital admissions or emergency room visits?—other 
hospital systems? 
 
 
3. In what ways can the patient and their family review the discharge plan in the 
EHR? 
 
 
4. Would the current electronic health record (EHR) support automatic notification 
of the discharge planners if readmission risk data are entered into the EHR by 
anyone? 
 
5. How is the PCP informed about the DC Plan, new meds at home, continuing care 
concerns? 
 
6. Explain how the PCP is kept informed about their older adult condition and DPP 
during hospitalization and the plan at discharge. 
 
 
7. If one of the hospital’s discharge planners starts a plan for a patient, would 
another discharge planner be able to access it and continue working on it? 
 
8. From what resources do the discharge planners obtain information about the 
patient’s ability for self-medication management, bathing, feeding, physical 
mobility, transportation to post hospital doctor appointments, and any safety risks 
or needs?  
 
9. How do all of the care providers communicate information for the discharge plan 
with the discharge planners and each other? 
 
10. Describe the ideal EHR for the DPP 
 
11. If you could revise the DPP, what changes would you make?  
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Director of Orientation for New Clinical Employees 
 
1. How do newly hired clinical providers [RNs, PT, MD ect] learn about the 
DPP? 
 
2. How do all health team members communicate about the evolving discharge 
plan and any need to revise the plan? 
 
 
3. How does the EHR support the discharge planning process for older adults 
who will transition to home at discharge? 
 
4. How does the bedside nurse learn about their patient’s discharge plan and 
communicate any concerns? 
 
 
5. How do the discharge planners and bedside nurses engage the older adult in 
planning for their transition to home? 
 
6. How do new hires learn about the EHR? 
 
7. How do nurses and clinicians communicate concerns for the patient to 
manage at home to the Physician in charge? 
 
8. Who provides disease management and med education to the patients? 
 
9. What resources are used for patient education? 
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Director of An Inpatient Medical Surgical Nursing Unit 
1. Describe the DPP. 
 
2. Is the process same for weekends and holidays? 
3. What factors contribute to your low readmission rate? 
 
4. How is the discharge planner informed that an older adult patient will need 
some type of assistance after discharge to home from the hospital? 
 
5. If one of the hospital’s discharge planners starts a plan for a patient, would 
another discharge planner be able to access it and continue working on it? 
 
6. How are new clinicians oriented to the DPP? 
7. From what resources do the discharge planners obtain information about the 
patient’s ability for self-medication management, ADLs, transportation to post 
hospital doctor appointments, and any safety risks or needs?  
 
 
8. How do all of the care providers communicate information for the discharge 
plan? 
 
9. How does the patient and their designee learn about the discharge plan? 
 
 
10. How is the older adult patient educated about their medications and 
continuing care? 
 
11. How is the EHR used in the discharge planning process?  If you could make 
any revision, what would you suggest? 
 
12. Can patient and family review the DC plan in the EHR and leave message for 
team? 
13. If you could revise the discharge planning process, what would you change 
and why? 
 
14. Describe the ideal EHR supporting the DPP  
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Director of Discharge Planning 
1. What factors contribute to your low readmission rate? 
 
2. What is the average LOS for older adults? 
 
3. How are new discharge planners and clinicians oriented to the DPP and use 
of EHR? 
 
4. What are the factors associated with those who are readmitted? 
 
5. What are the transition factors/issues identified during the Follow-up calls 
after DC? 
 
6. How is the discharge planner informed that an older adult patient will need 
some type of assistance after discharge to home? 
 
 
7. If one of the hospital’s discharge planners starts a plan for a patient, would 
another discharge planner be able to access it and continue working on it? 
 
8. How does the discharge planner access current information and information 
from past hospital admissions or emergency room visits? 
 
 
9. Sometimes a physician order indicates the patient may go home if a specific 
blood test drawn that day is normal, how does the discharge planner know 
when the blood test information is available?  
 
10. How do the nurses, physicians, therapists providing care to a patient 
communicate about the proposed discharge plan and initiate revisions if 
needed? Does this differ per time of day or day of week? 
 
 
11. If you could change the DPP or the EHR, what would you change and why? 
 
12. What additional information would you like to share? 
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Discharge Planners Focus Group Questions 
1. Describe the time line used for progressing with discharge plan development, 
informing patient, family and staff? 
 
 
2. How does the EHR support accessing patient data, communication with care 
providers, and the DPP? 
 
 
3. When and how do discharge planners talk with patients about recovery at home? 
 
4. How is the EHR used in the DPP?  Would you suggest any changes? 
 
 
5. How does the older adult learn about their medications and how to care for 
themselves at home? 
 
 
 
6. If one discharge planner begins a plan, how do the other DP access the plan and 
revise it as needed  
 
 
7. If the discharge date and time are dependent upon the results of a test or 
something, how is this information handled?  How does the discharge planner, 
patient/family and RN who will be discharging the patient to home know what to 
do and when? 
 
 
8. When and how is the anticipated discharge date identified and then the actual 
discharge date and time identified and communicated to bedside nurse, 
discharge planner, older adult and their designee? 
9. Describe what you would consider the ideal discharge planning process 
 
 
10. Describe the ideal EHR for use in the DPP. 
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Bedside/Staff Nurse Focus Group Question      
The focus group will be conducted using an unstructured approach. The key questions 
are 
1. I am interested in learning about the discharge planning process for older adults 
who will return their home or live with a relative/friend.  Would you describe how 
the staff nurse contributes to the discharge planning process? 
 
Additional questions as cues if needed 
 
1. How do nurses at bedside know about the patient’s plan for discharge? 
 
2. How do staff nurses help older adults know what they will need to do to continue 
recovery at home?  manage new meds or wounds or activity tolerance? 
 
3. How does the electronic documentation system support accessing data, 
communication with discharge planners and other key people? 
 
4. In what ways does the bedside RN become informed of the patient’s anticipated 
date and time for discharge? 
 
5. If the discharge date and time are dependent upon the results of a test or 
something, how is this information handled?  How does the discharge planner, 
patient/family and RN who will be discharging the patient to home know what to 
do and when? 
 
6. How is the patient educated on their medications and how to care for themselves 
at home? 
 
7. How is the EHR used in the DPP?   
 
8. Would you suggest any revisions to this process? 
 
9. How would you describe the features of the ideal EHR as used in the DPP? 
 
10. Describe what you would consider the ideal discharge planning process 
 
11. Is there anything that we have not discussed that you think influences the 
discharge planning process? 
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Appendix I. Post Experience Memo Template 
 
Hospital site coded ID: ____________________________________Date_______ 
 
Novel Characteristics of DPP in this hospital 
 
 
 
 
Terminology, elements specific to site 
 
 
 
Discharge Plan development 
 
 
 
 
 
Patient engagement 
 
 
 
 
EHR use/EHR Concerns 
 
 
 
 
 
Emerging themes 
 
 
 
 
 
Other Notes 
 
 
 
 
 
 
(LeCompte, 2000  
